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Empirical Paper: Understanding and managing scrupulosity in significant 
others: an interpretative phenomenological analysis
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Abstract
Scrupulosity is a disorder characterised by the presence of religious or moral 
obsessions and compulsions, which poses significant treatment challenges largely 
due to reluctance of individuals to seek help. An area missing from the literature on 
scrupulosity is how families and significant others conceptualise the disorder and 
how they may accommodate it. The current study uses Interpretative 
Phenomenological Analysis (IPA) to explore the experience of family members and 
close friends of people with scrupulosity. Three case studies are presented with an 
overview of pertinent themes across cases. Findings include the importance of 
demarcating the boundary between religious devotion and obsession in 
understanding and managing scrupulosity for significant others. A shared faith 
between the scrupulous individual and their significant other impacts how this 
boundary is both understood and managed, as well as the perceived authority of the 
significant other in challenging scrupulous beliefs and actions.
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1.0 Introduction
Scrupulosity involves excessive concern that one’s thoughts or deeds might be sinful 
or violate religious or moral doctrine in some way and is commonly understood as a 
sub-type of Obsessive Compulsive Disorder (OCD). It is similar to OCD, formerly 
classified as an anxiety disorder (American Psychiatric Association, 2000), in which 
unwanted anxiety-provoking thoughts, ideas or images are experienced and resisted 
and accompanied by urges to reduce anxiety/distress through some other thought or 
behaviour. The obsessions and compulsions of individuals with scrupulosity focus on 
religious or moral fears (Ciarrocchi, 1995) and tend to be concerned with sin and 
devotion to God with feared consequences likely to be religious or moral in nature 
(Huppert, Siev & Kushner, 2007). Examples include religious observance taken to 
extreme, excessive doubt regarding whether one has sinned or unwanted sacrilegious 
thoughts (Nelson, Abramowitz, Whiteside & Deacon, 2006).
Much of the literature is concerned with the ways in which scrupulosity is similar or 
different to OCD. Studies suggest that scrupulosity is associated with obsessional 
symptoms (Nelson et al, 2006), while a greater number and variety of obsessional 
symptoms predict the presence of religious obsessions (Tek & Ulug, 2001). There is 
some variation in the literature in findings around compulsive behaviours among 
patients with religious obsessions. However, measures usually used to assess 
compulsions may not be sensitive to the types of checking and neutralising 
behaviours that might be expected amongst scrupulous patients (Nelson et al, 2006) 
so it is unclear whether any of the studies that have examined this have accessed
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pertinent data about compulsions in this group. The evidence in this area is limited 
and based on small samples with limited variability in religious groups studied.
An important distinction between scrupulosity and OCD is that of ego-dystonic vs. 
ego-syntonic. People with OCD usually report their obsessive thoughts as unwanted 
and at odds with their world view (i.e. ego-dystonic). However, scrupulous 
individuals may experience these thoughts and doubts about morality and religion as 
consistent with their world view (i.e. ego-syntonic; Nelson et al, 2006). This 
distinction links scrupulosity to Obsessive Compulsive Personality Disorder 
(OCPD), in which scrupulous ideation is ego-syntonic. However scrupulous ideation 
in OCPD does not produce the reaction of anxiety and fear commonly associated 
with OCD (Nelson et al, 2006). The ego-dystonic vs. ego-syntonic distinction has 
important implications in help-seeking behaviour and treatment for scrupulous 
individuals. Due to ego-syntonicity, the scrupulous individual may not see a need to 
seek help. Any support they do seek may be to get reassurance around their devotion 
rather than to challenge the nature and frequency of obsessions and compulsions.
The different avenues for and sources of support that scrupulous individuals may 
explore have been examined by several studies. Findings suggest that scrupulous 
individuals are more likely initially to seek help or guidance over their religious 
devotion and moral dilemmas from religious leaders (Al-Solaim and Loewenthal, 
2011; Greenberg and Shefler, 2002; Siev, Steketee, Fama and Wilhem, 2011). When 
scrupulous individuals do engage in mental health treatment there seems to be some 
variation in the literature on what type of treatment they prefer. Siev et al (2011) 
found that compared with non-scrupulous sufferers of OCD, those with scrupulosity
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were equally likely to have engaged in Cognitive Behaviour Therapy (CBT) and less 
likely to have received medication, while Greenberg et al (2002) found that those 
with religious symptoms who did engage with mental health treatment preferred 
medication over behavioural therapy. Studies have difficulty accessing individuals 
who do not come forward to seek help, although their views would enrich the 
information available greatly and may give a much better understanding of the 
difficulties faced by scrupulous individuals around help-seeking.
While there are barriers to individuals seeking help, there are also significant barriers 
to treating people once help is sought. Catholic priests interviewed by Hepworth, 
Simonds and Marsh (2010) recognised that scrupulous individuals would not 
necessarily see their symptoms as a problem, even though they might be having a 
demonstrable impact on the person and their family. This lack of insight poses a 
challenge to any intervention. Further treatment challenges may occur because the 
scrupulous individual may view therapy as a threat to their religious integrity. This 
has implications for the likelihood of specific treatment models being effective 
without modifications. In addition, therapists without knowledge of normative 
religious practices could exacerbate patients’ concerns and fail to respond 
appropriately to a religious presentation of OCD due to a lack of understanding of 
what constitutes healthy religious observance in a particular culture. Some ways of 
tackling these challenges have been suggested. Abramowitz & Jacoby (2014) have 
proposed a model of treatment that focuses on strengthening the individual’s ability 
to tolerate doubt and uncertainty (and through this increase their “faith in faith”, 
which requires a level of uncertainty) rather than attempting to challenge their 
religious beliefs. Rosmarin, Pirutinsky and Siev (2010) emphasised the importance
of collaborative working with family members and clergy to enable familiarity of the 
nuances of normative religious practice as a way of understanding where the 
boundaries between scrupulosity and religion lie.
A key area missing from the literature is how families or close friends of scrupulous 
individuals conceptualise the disorder and how they may accommodate it. Symptom 
accommodation (e.g. providing reassurance, participating in rituals) by families is a 
core feature of OCD which is not only ubiquitous (Stewart, Deresin, Haddad, Egan 
Stack, Fama & Jenike, 2008) but has been shown to correlate with poor functioning, 
rejecting attitudes towards the individual with OCD and several types of family 
stress (Calvocoressi, Lewis, Harris, Trufan et al, 1995). Moreover, family 
accommodation may be predictive of poor treatment outcome (Albert, Bogetto, 
Maina, Saracco, Brunatto & Mataix-Cols, 2010) in OCD as it is directly at odds with 
the recommended exposure-based treatments. Lebowitz, Panza, Su and Bloch (2012) 
found that significant improvement in OCD symptoms with treatment is associated 
with reductions in family accommodation. All of these findings show the importance 
of family accommodation in understanding and treating OCD. Close friends may 
also be important in accommodation of scrupulosity, particularly where the friend 
may share the religious worldview of the individual with scrupulosity, and may 
therefore be a source of support. Given its similarities with OCD, scrupulosity is also 
likely to involve support-network accommodation but more information is needed to 
understand its effects. Research in this area could provide important insights into 
aspects of scrupulosity that may not be reported by scrupulous individuals 
themselves and how they might involve others in their religious practices. 
Accommodation may be particularly important in scrupulosity given its ego-syntonic
nature and the likelihood that individuals may attempt to involve their families/close 
friends by, for example, prompting religious observance in them. Additionally, it is 
important because accommodation in OCD families is known to cause significant 
distress for individuals and family conflict.
The current study aimed to use an Interpretative Phenomenological Analysis (IPA) 
approach to gain an understanding of the experience of family members and close 
friends of people with scrupulosity. IPA methodology allows access to rich 
idiographic data through which the experiences of participants can be thoroughly 
explored. It involves three main components (Smith, Flowers & Larkin, 2009): 
phenomenology, whereby the participant’s personal world is explored; hermeneutics, 
an interpretative process through which this personal world is made sense of by the 
researcher; and idiographic detailed analysis of the particular experience of the 
participant. This approach was considered to allow a detailed appreciation of what it 
is like to be a close relative or friend of a person with scrupulosity. No studies have 
yet been conducted in this area so reasonable assumptions as to which variables 
should be investigated quantitatively cannot be made. A qualitative approach is 
therefore recommended.
IPA studies usually aim to use small homogenous samples so that convergence and 
divergence within the sample can be examined (Smith et al, 2009). A small sample is 
indicated as it allows a concentrated focus. Furthermore, single cases may allow a 
greater understanding of a particular person and how they respond to a particular 
situation, whilst also enabling the exploration of connections within their account 
(Smith et al, 2009). The current study used a sample that was homogenous to the
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extent that each participant had a significant other with scrupulosity. Participants 
differed in the specific nature of their relationship to the person and in terms of the 
religion with which the person identified. Given this, the data were initially treated as 
separate cases studies with the aim of also exploring the commonalities across cases. 
This approach opened up the breadth of the phenomenology and allowed exploration 
of the variation in experience, particularly across different religious background.
2.0 Method
2.1 Participants
2.1.1 Recruitment
Several avenues of recruitment were pursued. A research advert was posted on OCD 
Action’s (a national OCD charity) website. Other OCD charities were contacted but 
did not respond or required payment for advertising research and so were not used. A 
wide range of religious organisations within the UK were approached by telephone 
or email and asked to display a recruitment poster (Appendix I) within their 
vicinities. A small number of these agreed to do so. A Facebook page detailing the 
research and asking for participants was created and advertised within Facebook and 
Twitter (Appendix II). Several NHS facilities specialising in OCD were approached 
and asked to display a recruitment poster. Only The Maudsley Hospital agreed to do 
this.
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2.1.2 Inclusion/exclusion criteria
Participants were required to be aged over sixteen with a family or close relationship 
with someone with scrupulosity, with whom they lived or did not live but had contact 
most days. Participants were excluded on the basis of being unable to speak English, 
family members of an individual with OCD not characterised by religious or moral 
obsessions and compulsions or having a diagnosis of OCD or scrupulosity 
themselves.
2.1.3 Participant information
Three participants met the inclusion criteria and took part. All were based in the UK 
and were recruited through Facebook or OCD Action.
Kareema1 is a thirty-four year old Muslim White British/Irish woman who has a 
close friend, Aisha, also Muslim, who has persistent concerns about the adequacy of 
her devotion. Kareema and Aisha have been close friends since childhood.
Sue is a forty-seven year old White British woman who describes herself as Atheist. 
Sue’s teenage son, Luke, experiences obsessive fears and compulsive behaviours 
around religious and moral issues. He identifies with the Catholic religion. Sue lives 
with her husband, Luke and Luke’s brother.
Fiona is a thirty-five year old White British woman who describes herself as Atheist. 
Fiona’s mother, Marian, experiences obsessions and compulsions relating to
1 Pseudonyms have been used for all participants to protect anonymity
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(Christian) religious and moral concerns. They do not live together but have regular 
contact.
2.2 Procedure
A screening telephone call (see Appendix III) was held with each participant to 
confirm that they met the inclusion criteria and discuss the requirements of 
participation in the research. Following this call they were emailed a participant 
information sheet (Appendix IV) and encouraged to read this thoroughly before 
committing to involvement in the study. An interview was then scheduled, either in a 
mutually convenient community location or over Skype2. Prior to the interview the 
participant was sent a consent form (Appendix V) and a biographical information 
form (Appendix VI). These were completed and returned to the researcher before the 
interview was conducted.
A topic guide (Appendix VII) was developed with the aim of getting to the essence 
of experience and allowing the participant to tell their own story in their own words 
(Smith et al, 2009). It included open questions and was used loosely to allow the 
researcher and participant flexibility in terms of what was discussed. The interviews 
were recorded on an electronic audio-recording device and transcribed verbatim by 
the researcher.
2 Two interviews were conducted over Skype due to participants living significant distances from the 
researcher’s base.
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Ethical considerations
The study received ethical approval from the Faculty of Arts and Human Sciences 
Ethics Committee at the University of Surrey (Appendix VIII). Participants were 
informed that they would receive no direct benefit from taking part in the research 
(see Participant Information Sheet, Appendix IV) but that they may find discussing 
their story to be a positive experience. A debrief following the interview and 
information on accessing further support was offered if necessary.
2.3 Analysis
IPA was conducted based on the steps described by Smith et al (2009). This involved 
completing analysis of each case before moving onto the next. The first stage of 
analysis concerned several readings of the transcript to allow the researcher to 
become very familiar with the data. Next, the data was examined line by line and 
coded with descriptive, linguistic and conceptual comments (see Appendix IX for an 
example of coded data). The following step of capturing emergent themes involved a 
hermeneutic process of moving back and forth between discrete “chunks” of data and 
knowledge gained through the whole process of analysis so far: “the part is 
interpreted in relation to the whole; the whole is interpreted in relation to the part” 
(Smith et al, 2009, p92). Through this process the researcher aimed to arrange the 
data into themes that remained close to the data but also encompassed her 
interpretation. The next stage involved finding connections across themes. This was 
an iterative process of organising and re-organising the emergent themes according 
to similarities, conflicts, polarisations, frequency of occurrence and function within 
the script, among other concepts, until several superordinate themes had been 
established, around which a coherent narrative existed. This process was repeated for
14
each of the transcripts. The analysis was then explored on a conceptual level for 
commonalities across cases.
Credibility of the approach was ensured by interpretation and analysis being checked 
against the data by the research supervisor for each transcript.
3.0 Findings
The three cases were analysed individually and are discussed below in the order in 
which they were analysed. A brief exploration of pertinent themes across cases 
follows this. A table of all themes can be found in Appendix X.
3.1 Kareema
Three superordinate themes were developed from the analysis of the interview with 
Kareema: Special authority, moral guide; Specialist emergency service and 
Ambivalent motivations. The three superordinate themes together convey Kareema’s 
essential experience of supporting her friend Aisha, as a fine balance between 
preserving a sense of the powerful and essential role that Kareema plays, one that can 
only be fulfilled by a few select people and is required at times of panic and distress, 
while also showing that she is able to provide this role easily and without too much 
cost to herself. Not performing this role would be an intolerable position for 
Kareema as it would involve letting her friend down. Kareema’s narrative 
emphasises that the role can be performed easily, despite evidence in her account that 
it is, in fact, very demanding.
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3.1.1 Special authority, moral Guide
This theme is concerned with Aisha’s fears about incorrect religious practice and 
how this shapes Kareema’s role as a moral authority who can make decisions about 
religious or moral matters for her friend. As such, the role that Kareem plays is vital 
and special.
3.1.1.1 Fears about incorrect religious practice
Kareema states that Aisha’s problems are longstanding (since the age of 15). 
Kareema perceives them as outside of usual religious practice by her use of the term 
“obsessions”. She notes that while some of Aisha’s rituals are an expected part of 
Muslim practice, her concerns are about not having practiced properly or correctly.
worrzA? fW  s&g'j ybrgoffez? fo zf or ZW j& gj abzzg zZ W  zZ'j z?oZ
correct.
Kareema points out that there are consequences within Muslim faith for not 
performing ablution correctly:
I f  you don’t have the correct ablutions then your prayers are not accepted... 
you have to have it... this is for our formal prayer
Kareema’s formulation is that the practices are part of expected observance and are 
therefore understandable. The problem is the degree to which Aisha is concerned that 
she has practiced incorrectly.
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3.1.1.2 Authoritative reassurance
Given the context of Aisha’s distress and fear around not performing religious rituals 
correctly, Kareema is placed in a position of power and authority in being able to 
assuage her friend’s fears. This position is emphasised by the fact that the fears are 
related to religious practice creating an interesting dynamic in the friendship, 
whereby Kareema is effectively asked to provide spiritual and moral guidance to 
Aisha by making the decision as to whether she has ritualised for long enough or 
correctly.
Providing reassurance largely takes the form of giving permission to her friend to 
stop her compulsive behaviour or obsessive thoughts or reassuring her that she has 
not done something bad.
She can call us and say “look, I ’ve been doing this all morning, there’s 
something wrong with me, do I  have to keep going? ” and we 7/ just say, “no, 
you ’re fine, you can just go ahead”.
The position of being able to decide for Aisha whether she needs to continue 
obsessing or ritualising is further exemplified by the requirement placed on Kareema 
to become involved in checking behaviours on Aisha’s behalf.
She fears leaving incriminating notes that will get her locked up... S o i f  we ’re 
together for example in the Mosque or something, so we go for a lecture or a 
get-together, she’ll hold my hand afterwards, she’s very intense, she’ll be
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ZzÆe "p/gase c/zecA: w/zgre /  ^  c/zecA: w/zerg /  aW  /  /zavg /o ^ay '7  Y/
check, I ’ll check” and I  do, I  check.
The depth of Kareema’s involvement in the reassurance-giving role is revealed by 
her own need to contact Aisha to check whether she requires reassurance.
7% Æama&zfz j/zg abgj zzof comfacf mg a W. 7 f/zzM /^zg <YagJM Y wazzf ra war?]; 
mg. ^zzt r/zgzz gvgry zzaw aM6/ r/zgzz 7 t/zmA; /  mz g / z t g z v g  /zgr a aa//.
Here Kareema admits that sometimes she is the one who contacts Aisha to see if she 
needs reassurance suggesting the relationship may provide a function for Kareema as 
well as Aisha.
3.1.2 Specialist emergency service
The vital and special role of reassurance-giver is further expounded in the theme of 
Specialist emergency service. Kareema is one of only a few select people who are 
trusted to provide Aisha with reassurance. Furthermore, there is urgency around 
providing reassurance because it is often when Aisha is at crisis point that it is 
required.
3.1.2.1 Reassurance-giver as a specialist role
Kareema situates the role of reassurance-giver in the context of there being only very 
few people in Aisha’s life who can reassure her. Specifically, only those who are 
trusted can take on this role, further rendering it a specialist position.
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She 11 only trust certain people to reassure her.
Kareema’s explanation for why she is trusted when others are not emphasises the 
longevity of the relationship, which again suggests the role is specialist because few 
people will have known Aisha as long or been through as much with her.
I  think we ve just been together so long. And in her teens she went through so 
much difficulty. I  pre-date her husband so I  think in some ways w e’re closer, 
we have that. We went through a lot together.
3.1.2.2 Crisis management
As well as being important for the fact that few people can fulfil it, the role of 
reassurance-giver has a sense of urgency about it. When Aisha contacts Kareema for 
reassurance, she is often highly distressed.
,S7zg frz&s fo aW  wzf/z zf jo j&g p/fen on f&e verge pf a arraeA:
when she calls.
The idea of an emergency crisis management role is further illustrated in Kareema’s 
description of Aisha’s lack of boundaries, which is facilitated by instant messaging.
/  mea% m  f&e m % M e p/" f/ze m g/zf... ^o/zzefzzzzes /V / 6 e  m vpy  a W  s /z e '/ /  
P fW a p p p  m e  a W  s/ze 7 / / o r g e /  a6ozzf //ze fzzzze 6/zÿêz-eMee.
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3.1.3 Ambivalent motivations
The theme of Ambivalent Motivations explores Kareema’s motivations for providing 
reassurance but also some ambiguity in her account. Kareema constructs 
reassurance-giving as easy relative to the pain that withholding it would cause both 
for herself and Aisha. The narrative of her role being easy is asserted in the context 
of Kareema minimising the impact on her life and normalising Aisha’s behaviours. 
At the same time she offers evidence of the demanding nature of the role.
3.1.3.1 Giving reassurance is easy
Kareema’s explanation for why she provides reassurance involves the ease with 
which this can be done. Kareema constructs this in two ways. One is by drawing on 
the idea of it being routine for her and her family.
Now it’s just an old routine fo r  us, i t’s very easy for me to deal with... Even 
my children, they 11 be like “Oh Auntie’s doing her thing”.
The other is by contrasting it with Aisha’s difficulties.
I t ’s so easy for me just to reassure her and it’s so hardfor her to be relaxed
Kareema feels that she is in a position to relieve Aisha’s distress with relative ease 
and this forms a key aspect of her motivation to provide reassurance.
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3.1.3.2 The cost o f withholding reassurance
The ease of giving reassurance is framed in the context of the negative implications 
of withholding it. The cost of withholding reassurance is two-fold for Kareema: it 
would be personally painful, and it might cause Aisha to become worse. In this way 
the role that Kareema plays takes on further power and responsibility in relation to 
her friend.
I: So what do you think would happen if  you wouldn’t check and you just said 
“no, I ’m not going to check”?
Kareema: (Sigh), I  don’t know, it would be mean.
I: It would feel hard... too hard for you?
Kareema: It would be hard for me
While withholding reassurance would be hard for Kareema, there is also a sense that 
she would be breaking some implicit rules in the relationship and would be letting 
Aisha down.
if wow/gfybe/ AornMe zf % jo easyybr me... fo joy "o/zy&y, 77/ ZooA: m
the bag”.... Actually I ’d be the one who, who lets her down.
There is also a sense that withholding reassurance may cause Aisha harm by making 
her obsessions worse.
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I  guess she would quietly accept [ if I  refused to give reassurance] because 
she doesn 7 want to make a fuss but I  think it would cause her a lot o f heart 
ache, she might have to go... I  don’t know, obsess about stuff.
These two consequences of not providing reassurance make it an intolerable position 
for Kareema and perhaps provide a motivation for her to construct her role as easy 
relative to the consequences of withholding it.
3.1.3.3 Minimising and normalising
Kareema uses language that minimises and dismisses the impact of Aisha’s 
behaviour and requests for reassurance while normalising these in the context of 
normative Muslim practice.
Kareema qualifies descriptions she gives of unboundaried or burdensome requests by 
suggesting that these might be extreme examples rather than usual behaviour.
I: So she’ll just keep on asking until you respond?
Kareema: I  think that was a particularly bad one fo r  her so she couldn’t 
resolve it herself
Kareema also contrasts past and present to qualify the current impact on her.
/  mean now she’s pretty good but at one point she was calling me several 
times a day.
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Key Muslim phrases have become part of the reassurance-giving.
T/Vybrggf j&g W k me, "&ry W/z W/Wz, jqy /zz^ /z WZ/a/z ", 5b /W ^  'yga/z,
yeah, Insh ’Allah ”
The phrase “Insh’Allah”, meaning “God willing” is commonly used by people of 
Muslim faith. The use of “yeah, yeah” and the suggestion that Kareema might forget 
to say “Insh’Allah” minimises the request. However, there is urgency in Kareema’s 
recounting of Aisha’s repeated “Say Insh’Allah”, suggesting that she needs to hear it 
in order to feel reassured. This brief statement appears to exemplify how Kareema 
wants to portray the experience of being asked for reassurance and providing it. The 
need is urgent but the response is easily given and seemingly not costly to Kareema.
3.1.3.4 Demands o f role o f reassurance-giver
The narrative that reassurance-giving is easy and not costly contrasts with Kareema’s 
description of frequent and unboundaried requests for reassurance which others 
might find stressful or tiresome.
7 was m /Mz&Z/g ÆWerzz cowzzfzg//... aW  a/zg ca// me jevera/ fzmea a
aby.
Although there is an absence of language that suggests this is problematic, Kareema 
describes behaviour that has very limited boundaries. She also explains that as 
Aisha’s difficulties worsen the requests for reassurance increase. When Kareema has 
not been able to provide her usual level of reassurance Aisha has turned to two other
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friends. Kareema describes how the other friends found the level of reassurance- 
seeking stressful.
Yeah she told me they’re...er... they’re stressed out because she’s been 
calling them lots.
It may be easier for Kareema to imply that the role of reassurance-giver is difficult 
by referring to her friends’ stress without saying that she finds it so herself.
3.2. Sue
Three superordinate themes were developed from the analysis of the interview with 
Sue: jfrawgg Comfro/ fo /Wwce and ^
approach. Together, these themes convey Sue’s experience of her son, Luke’s, 
distress as intolerable and his behaviour more and more strange, and how Sue’s 
response to this was both to mount an organised campaign to bring things under her 
control and to use strategies she had read about to try to reduce Luke’s symptoms.
3.2.1 A strange and terrible problem
This theme is concerned with the bewilderment and intensity in Sue’s account, 
fundamentally due to the religious element of Luke’s obsessions, which felt alien to 
Sue as she does not identify as religious herself. In essence, it seems a problem she 
cannot connect with and one which is inaccessible to her due to it being out of the 
range of her experience and much of it internal to Luke.
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3.2.1.1 A terrible time
Although Sue talked in a matter-of-fact way throughout the interview, there are 
indications that she found the situation harrowing, particularly witnessing the distress 
of her son and his ritualising, which were most manifest at home.
When she spoke about how difficult things have been Sue clearly wanted to 
communicate that she had been taken right to the brink of her limits in terms of being 
able to cope. The way she discusses being “on the edge” conveys a sense of 
desperation.
That was a terrible, terrible time... in fact looking back that was the time 
when we were absolutely on the edge and sort o f  one more thing would have 
sent us both completely over the edge really, it was terrible, absolutely 
shocking.
Part of the awfulness was the depths of Luke’s distress. Luke’s moral self- 
condemnation was so great on occasion that he threatened to kill himself. Sue’s 
example of Luke holding knives gives a vivid impression of how desperate this must 
have felt for her.
There was always that issue o f being moralistic, Tm a bad person, I ’ve got to 
kill myself and in fact then he was o ff and getting knives and he never 
actually did hurt himself but he was holding knives there.
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The experience seems to have been exacerbated by the fact that Luke’s behaviours 
were concentrated at home as he tried to hide them at school. The repetition of the 
word “worse” underlines the desperation of the situation.
jo  mwc/z energy znfo f^zng fo fW  or jc/zoo/ f/zof w/zen /ze come
home he was exhausted and it all came out and it was worse and worse and 
worse at home.
3.2.1.2 I t ’s different with religion
The religious element to Luke’s obsessions and compulsions seemed to make them 
harder for Sue to handle. Some of Luke’s overtly religious behaviour felt odd to Sue, 
not having a religious background herself. The inaccessible nature of his religious 
obsessions made them difficult to understand and harder to talk about. Furthermore, 
the strategies that Sue had found successful in dealing with other aspects of Luke’s 
symptoms seemed to have little impact on the religious ones, compounding the sense 
that these were somehow stranger and more complex.
Sue views Luke’s difficulties as complex and unusual compared to other people with 
OCD without religious fears.
It s not only with OCD but with a quite an unusual, rare, severe form
Sue’s apparent powerlessness is exacerbated by the fact that Luke’s religious fears 
and some of the accompanying rituals were internal, meaning that they could not be 
seen by Sue and were inaccessible, even to Luke’s therapist.
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[the religion] was so much more internal and so inaccessible to us, and to the 
therapist as well
There is a clear frustration in Sue’s account of how the inaccessibility makes Luke’s 
obsessions stranger and harder to understand.
I  think w e’ve been more frustrated with it because i t ’s so inaccessible to us 
and it seems so much... fo r  want o f a better word, it seems stranger in some 
ways, or weirder, i f  you like, it seems harder to understand.
This strangeness may also be connected to the fact that Sue does not consider herself 
religious.
We’d  noticed that he’d  always pray and that’s not our background at all... 
we ’re not a religious family at all.
Luke’s fears around religion and going to hell made it difficult for him to talk about 
it. As a result it was very hard for him to engage in therapy or the strategies that had 
worked for other OCD symptoms, such as the reward system.
The reward thing worked incredibly well. But with the religion, no matter 
how much Luke really wanted the reward, he just couldn’t do it.
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3.2.2 Control to reduce uncertainty
In the face of such difficulties and a sense of chaos around them Sue’s world became 
monopolised by her highly organised campaign of control to manage Luke’s 
difficulties. This involved arming herself with as much information as possible to 
make sense of the situation and increase certainty, whether through turning to the 
literature on OCD or vigilantly watching Luke’s behaviour. She also tried to limit 
Luke’s exposure to situations that might trigger his symptoms.
3.2.2.1 Reducing uncertainty
Sue read a lot about Luke’s condition in an attempt to try to understand it and find 
out what she could do to help. This was evidenced by repeated references to reading 
material. Reading books and NICE guidelines appears to have been reassuring 
because they indicated a diagnosis of OCD for the first time and an idea of what 
could be done about it.
Reading the books was really helpful because at that time nobody was saying 
to us, look this is OCD, stop giving the reassurance. So, reading the books 
fW  b W o f  WAryow /zmv fo fW ...
The way that Sue talks about the development of Luke’s difficulties shows how she 
tried to make sense of things, looking for clear and definite connections between 
cause and effect because this gave her strategies for what to avoid and what to do. 
For example, when Luke’s religious symptoms suddenly got worse Sue connected 
this with reading he had been set at school.
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I  spoke to the school and they said “Oh yeah, they’re studying Paradise 
Lost”, which is o f course all about devils and demons and that had absolutely 
triggered it all o ff
Her use of “absolutely” indicates a firm belief in the text’s role in exacerbating 
Luke’s problems.
3.2.2.2 Surveillance
Sue’s waking hours appear to have been consumed with thoughts about what Luke 
might be doing and this led to vigilance around signs that he might be punishing 
himself or ritualising in some way. This surveillance was a difficult feat because of 
the internal nature of much of Luke’s ritualising. Praying could be seen though, 
providing a tangible aspect in which Sue could intervene. This vigilance included 
recording video clips of Luke engaging in ritualistic behaviour.
He was just getting worse and worse and worse and the praying... I  can show 
you the video clip o f  it.
Even when Luke was not in her presence, Sue was thinking about what he might be 
doing and considered checking up on him.
Ok so he’s up in his room, ok, what’s he actually doing up there?... I ’ll just 
pop up with some washing or something.
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In trying to control this and record instances of it, Sue recruited others into her 
surveillance. Luke’s brother, Mark, reported back to his parents if he noticed Luke 
behaving unusually at school.
W  azzW som g f/zm g  "o/z yaz/z , /  jm v  Lzz^g ar vc/zooZ a W  /ze
was doing his praying”.
Sue also involved Luke’s school in keeping an eye on his behaviours. The pleading 
repetition here again conveys a sense of trying to control what was happening.
We’d said to school ages ago “Look, i f  you notice anything out o f the 
ordinary please, please tell us
3.2.2.3 Restrictions and limits
Sue was clear about wanting to protect Luke from anxiety where she could and this 
involved trying to control aspects of his life. Being exposed to religion was viewed 
as something that was likely to fuel the problem so when Luke asked to go to church 
or do a GCSE in religious studies his parents explained to him that it wasn’t a good 
idea.
A couple o f times he said “Oh can I  go to church?” and we said “no” 
Zzgcawse //az/g/zs/ we f/zozzg/zf fW  fW  c/eazVy wozz/z/ 6e/W/zzzg zf ".
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Sue’s desire to protect Luke was such that she attempted to control what people said 
to him. Luke had dilemmas around not deserving to eat because he was a bad person. 
Sue recalls telling extended family members to avoid talking about this.
Just try to make as little fuss as possible at meal times, don’t comment on 
what Luke is or isn ’t eating and you know please don’t comment on his 
weight
3.2.3 A self-help approach
Having understood that giving reassurance is not helpful, Sue tried to reduce this but 
it lead to some unintended consequences which shed light on the complicated 
concept of reassurance giving and withholding that Sue holds. Some of the 
challenges of self-help strategies are revealed through Sue’s descriptions of using 
exposure techniques and a reward system at home.
3.2.3.1 A complicated relationship with reassurance
Having researched OCD Sue realised that there were things that she was doing that 
might not be helpful to Luke, such as giving reassurance when he was anxious.
TTzere u w  cerfam/y a p erW  we /zaab V rea//y c/zciW zf waa OCD aW
nobody was telling us it was OCD when we were in that reassurance loop 
and we were doing it all the time.
Once Sue had understood that giving reassurance could be maintaining the cycle of 
Luke’s anxiety she made attempts to reduce it.
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We made all those mistakes and once we actually realised that’s what was 
going on and cut o ff all those areas o f reassurance.
However, the apparent simplicity in Sue’s statement is belied by subsequent 
discussion as to how reducing reassurance was rather difficult, if effective.
It was really hard but it was really effective once we actually realised that we 
were doing that, that was very effective.
It is also apparent that there were times when it was no longer possible for Sue to 
withhold reassurance due to the extreme distress that Luke exhibited.
He was stuck in this shop, having this panic attack, people were around, and 
I  was going “Luke, we paid fo r  it, I ’ve got a receipt, they checked, you know 
they scanned it and that’s what it says” and that was a disaster, there was 
nothing I  could do apart from go back to the till and get her to check it and 
show Luke.
3.2.3.2 Self-help strategies
Sue used information from her reading to tackle Luke’s difficulties herself. As well 
as adjusting her own behaviour in terms of reducing reassurance, she tried to 
introduce different behavioural techniques to reduce Luke’s ritualising. One such 
technique was exposing him to things that make him anxious. Although this appears 
contradictory to Sue’s wish to protect Luke from anxiety, it may be that she felt she
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could do exposure in a controlled way that felt less threatening. An example of this 
was to try to get Luke to sit through a particular film involving magic as this was 
something that triggered his anxiety. Sue recalls how challenging this was and her 
description reveals some of the difficulties of trying to structure helpful exposure.
Pfg dW make /zzm go aW  jee zf aW  fW  was rea//y <#ÿzcw/f. spezz/ f/ze 
w/zo/g rzmg aWzzg r/zzs /mzmgs cmsszzzg /zgrsg/^/ a// f/zrowg/z zY, /z^ zzzg zzor to
look at the screen, running out to go to the toilet.
It is clear Luke was avoiding full exposure to the frightening thoughts he had by 
continuing to ritualise throughout. Other ways of trying to reduce Luke’s ritualising 
involved the introduction of a rewards system. While this was effective for some of
his OCD symptoms it was much harder to use with the religious rituals.
ffg frzWf/zaf wzf/z f/zg rg/zgzozz, yozz Æzzow f/zzzzgs Zz&g ofgcrgaszzzg zY... z/'wg ozz/y 
sgg yozz prayzYzg 20 rzmgs zYzsfga<Y p / JO... Ozzr zYyzzsr /za^ Y ^oo mzzc/z. Ifg yzzsf
couldn t do it. We just couldn Y make any headway with that at all.
3.3 Fiona
Three main themes emerged from the analysis of Fiona’s interview: The strain o f 
being understanding', The unacceptability o f challenging genuine beliefs', and 
Reconciling Mum’s beliefs. Alone in caring for her Mum, Marian, Fiona found it a 
strain to deal with her beliefs. The strain related to the pressure Marian put on Fiona 
to share her beliefs. It also linked to a dilemma between recognising that Marian was 
unwell whilst wanting to respect her religious views, and thus not challenging them.
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This bind left Fiona with feelings of guilt which she was only able to reconcile by 
disengaging from religious discussions and reflecting on the comfort Marian found in 
her religious beliefs.
3.3.1 The strain of being understanding
Fiona and Marian have a close relationship. However, the pressure that Marian put 
on Fiona to share her beliefs put strain on the relationship. Furthermore, Fiona’s 
brother disengaged from the situation, leaving Fiona to deal with it alone. Fiona has 
an ambivalent attitude to external support, finding it a relief when professionals took 
over responsibility for her Mum’s care, while not following up links to local carer 
support for herself.
It seemed important to Fiona to show that she has a close relationship with Marian. 
This closeness involves being able to openly discuss Marian’s difficulties. However, 
Marian’s strong religious beliefs and insistence that Fiona share these put a strain on 
their relationship.
I  used to get into kind o f a heated argument with her and you know F d  say 
Fve got my own beliefs but she was quite adamant that I  should believe in, 
you know, what she believes in.
The pressure to believe the same things as her Mum and the ensuing arguments have 
become emotional.
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She’d  be, you know, “why don’t you believe, you know, you ’re gonna... 
you ’re not going to go to heaven ”, and all this and it did end in tears and 
shouting a couple o f times.
Despite the difficulty of dealing with these discussions, there was a sense that not 
everyone could cope in the way that Fiona had with Marian’s persistent insistence. 
Fiona discussed how her brother found it much harder and took the approach of 
distancing himself.
/  think he’s probably distancing himself from anything that she ever says. I  
suppose he doesn’t really quite know how to deal with it.
In contrast to the way her brother has reacted to Marian in the past, Fiona is clear that 
a gentler approach is necessary, and that this is something she is able to provide.
In the past I  think he’s got a little angry with her and he just doesn’t really 
want to hear about it whereas I ’m softer and I  will listen to her.
The effect of this was to leave Fiona to deal with the situation alone. At times of 
acute stress, Fiona turned to professionals for help with her Mum. The palpable relief 
that she felt when she received this support was an indication of how much pressure 
she felt under in managing her Mum’s difficulties herself.
I  just fe lt that was a relief really. I  fe lt that I  could, you know... that they were 
then going to look after her and it took a bit ofpressure o ff me.
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Alongside this relief was the sense of the life-long role that Fiona had taken on in 
caring for her Mum and where she felt the limits of this role lay.
/  Am/g 6gg% &gr ca rer  a / /  Aer /z/c W 7 f&owg/zf m ay^c r/zaf /zcr m c^ca/zaM  
fzeeaW  rcvzcwzzzg azz<7 r/za^ /  m zzaf a  ^ ra /c^ zazza / azz<7 ^/zc zzeeaW  /a  j c c  a
professional.
In terms of support for herself, Fiona had a more ambivalent attitude. There was a 
sense that she wanted support and sought it out but did not follow through in 
accessing it.
7 Zaa&ez/yâr jwpparf grazzpj /a affezz  ^yaw Azzaw, joeap/e ZaaArzzzg a/fer/âzzzzfy 
wzY/z zzzezzfa/ /zca/r/z pra6/czzzj 7 zzcvcr <7zW gc/ razzzz<7 ra gazzzg /a azzy.
3.3.2 The unacceptability of challenging genuine beliefs
In the face of Marian’s distress around her religious beliefs Fiona wanted to protect 
her from situations where she felt she wouldn’t be able to cope. Fiona seemed drawn 
to give reassurance but shared some doubts over the effectiveness of this. 
Furthermore, there was a tension around the point at which giving reassurance started 
to challenge religious beliefs and the feelings of guilt this left Fiona with. Her 
decision to disengage from discussions about religion by changing the subject was a 
way of avoiding both distressing Marian further and these feelings of guilt.
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Marian struggled with a persistent moral dilemma about not working and accepting 
benefits when other people were suffering elsewhere in the world. Her distress 
around this dilemma and the repetitiveness with which she expressed it was difficult 
for Fiona to witness.
Tow f/zg c/zzAdrgf? z« v4/rzca, j/zg'/Z say <2 6 0 %/ fW . /^zg V/ "o/z 7
rga//y /^zozz/<7M V /zavg r/zgjg 6 gzzg/z  ^ r/zaZ, a/ Z/zg^ g pgop/g "
Fiona describes how Marian had experienced intense guilt around this for a long time 
to the point that she started to doubt whether she would go to heaven.
F o r  ;/g a r j j/zg  W f W  wz'Z/z gzzz/Z ozz<7 f W  ^/zg V gozzzg fo  gg z  /zgr p /o c g  zzz
heaven
Fiona felt the need to challenge Marian about this but her challenge was not to the 
moral dilemma itself but by way of emphasising how she would not be able to cope 
with a fulltime job.
67zg a g f W /y  w a zzW Z o  g o  ozzZ o W  workyW /Zzmg o W ...  7  vg Zrzg<7 Zo ^oy, 7 joz<7
“please don’t Mum, you won’t cope with this ”
Fiona also found herself offering reassurance to try to ease Marian’s worries. 
However, there is a sense of dejectedness in the way Fiona talks about the 
ineffectualness of giving reassurance.
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.STze V /zgrjg% w/za^ver 7 W<7 zY <7zWzz V
make any difference really.
Finding a way to talk to Marian when she was distressed about her religious and 
moral dilemmas caused tension for Fiona around wanting to validate her Mum’s 
experience out of respect but “knowing” that her illness was affecting her.
7f's AazW Wxmse 7 Æzzow zzz my /zeaaf zf j  /zer zV/fz&M wzf/zozzr.... Tow irizow 
ar rimgj 7 ve rz-W ro /^zow /zer a /or of or r/zo ^omo rzmo oW 7 vo zzor
wozzrg<7 ro yzorrozzzje /zor ozz<7 joy, 'yozz Tziow, ocrzzo//y, Mzm, r/zza zj yozzr
illness ”
Fiona also revealed her beliefs about the unacceptability of confronting someone’s 
strongly held religious convictions. This may relate to her own experience of feeling 
pressured to believe something.
7 /zovo sow/ "0/z for goooffz&M 3o&e M/m, yozz Tzzow, r/zo3g ore yowr r/zozzg/zr3, 
r/zz'3 Z3 ro <7o wz'r/z yozzr z//zzg33 ” ozz<7 7 /zovo fg/r rao//y gzzz/ry for r/zor 6000030  
3/zg ocrzzo//y rgo//y ggzzzzzMg/y 7g/zgvg3 r/zg3g r/zzzzgs.
There is a contrast in the way that Fiona felt safe in challenging Marian’s moral 
dilemma about working but did not want to challenge her religious ideas. The moral 
dilemma could be challenged on practical grounds (e.g. Marian being too unwell to 
work) but her fears about going to Heaven could only be challenged on religious
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grounds and this seemed to feel dangerous and lead to guilt and distress. This 
dilemma prompted Fiona to avoid engaging in a dialogue around religion.
When Fve gone on and tried to reason with her Fve noticed that has made 
things worse. She’s more adamant about you know talking about religion 
then, trying to prove a point to me... Fve found you know not talking... just 
avoiding the subject o f religion. I  just don’t bring it up with her at all and if  
she does discuss it I  just change the subject and Fve found that it’s helped 
between us.
These comments illustrate the function that avoiding the subject of religion served in 
simultaneously averting Marian becoming further distressed and Fiona’s guilt around 
challenging her.
3.3.3 Reconciling Mum’s beliefs
Having experienced pressure from her Mum to share her beliefs, Fiona actively 
questioned her own religious beliefs and formed different opinions as she grew older. 
She has felt uncomfortable with expressions of Marian’s religious beliefs, such as 
repetitive ideas about her not going to heaven. However, as Fiona has reflected on 
the positive function of some of these beliefs she has started to find them easier to 
accept.
Fiona describes how her trust in what Marian told her as a child began to wane as she 
questioned some of her beliefs.
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I  believed a lot o f what she said to me but as Fve got older I ’ve figured things 
out for myself and realised, you know, things aren 7  quite as she thinks.
Fiona is open about finding it difficult when Marian has talked about religion.
Fve always been very defensive, kind o f against it when she talks about 
[religion].
Fiona’s discomfort around religious discussions is further evidenced when she 
describes how she herself benefited from an improvement in her Mum’s symptoms 
when, after a particularly difficult period, Marian’s medication was increased.
The talking about the religious details started to subside so that was quite 
nice fo r  me. I  didn 7... there wasn 7 that frustration.
However, over time Fiona has thought more about how her Mum’s religious beliefs 
may have served a positive function through providing comfort.
In recent years Fve come to realise, Fve had friends say to me, i f  i t ’s not 
harming her in anyway and it’s giving her some kind o f comfort in life then 
that’s a good thing for her and Fve come to agree with that in recent years.
This sits well with Fiona’s worries about challenging religious beliefs and her 
decision to disengage from discussions about religion. She has been able to allow her 
Mum to experience the comfort her beliefs sometimes bring (although they can also
40
be distressing) without the distress of being challenged on them and avoid the guilt 
Fiona herself would feel around confrontations. Through this she seems to have 
arrived at a point of reconciliation with her Mum’s religious beliefs.
3.4 Cross-case analysis
The three accounts have been treated as separate because of differences in the 
women’s religious backgrounds and their relationship to their significant other with 
scrupulosity. However, an analysis across the cases provides insights into similarities 
and differences between them, thus nuancing the understanding of scrupulosity and 
its management.
3.4.1 Demarcating devotion and obsession
Critical aspects of the experience of understanding and supporting scrupulosity in a 
significant other appear to be about managing the boundary between devotion and 
obsession and the type of relationship with the person who has scrupulosity. 
Demarcation involves somehow understanding the point at which beliefs and 
behaviours go beyond what is considered normative religious practice and appear 
more like obsessions. Sue and Fiona appear to manage this boundary by drawing on 
their own belief systems, i.e. whether the kind of beliefs and behaviours involved fit 
with their belief systems. In contrast, Kareema, as someone who shares the faith of 
her friend and is an insider to the Muslim faith, makes judgements according to the 
degree rather than the kind of beliefs and behaviours, i.e. the extent to which Aisha’s 
level of religious adherence is taken to extremes. The relationship with the person 
with scrupulosity seems to determine the right that the individual gives themselves to 
be more of less authoritative. Sue, as parent of a minor, gives herself authority.
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Fiona, as a daughter does not. Kareema draws her authority not from her relationship 
but from her status as a fellow Muslim.
3.4.2 Authority to challenge
The level of permission each of the women gives themselves to challenge or 
intervene in their significant other’s scrupulosity represents another area of interest 
across the cases. Kareema and Sue appear more assured in their role in this regard. 
The insider perspective held by Kareema and the resulting knowledge of the limits 
and requirements of Muslim devotion appears to give her the confidence and 
authority to challenge Aisha’s scrupulous thoughts and actions. Sue also seems to 
have strong notions of what is right and wrong and her role as the parent of a minor 
may give her the authority to challenge Luke. Fiona, on the other hand, has neither 
the insider knowledge nor the authority of a parent. Additionally she has strong 
beliefs about the inappropriateness of challenging a person’s strongly held beliefs. 
She, therefore, withdraws from challenges and potential conflict.
3.4.3 The caring role
For each of the three women interviewed, taking on the caring role was linked to a 
strong sense of responsibility and was tied to their identity as a good friend, mother 
or daughter. For each of them it was inconceivable not to fulfil this role. The burden 
of caring was experienced by each woman differently. For Kareema the burden was 
around unboundaried requests for reassurance, for Sue it was the terribleness of 
witnessing her son’s distress and needing to watch him constantly, while for Fiona it 
was around arguments with her Mum and the pressure to share her beliefs.
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4.0 Discussion
4.1 Clinical Implications
The aim of the study was to explore how significant others understand and manage 
scrupulosity in a relative or close friend. This was achieved through three cases using 
IP A methodology. Across the cases scrupulosity was viewed as causing significant 
distress, in keeping with the literature on the rigid and fearful view of the world and 
God held by those with scrupulosity (Al-Solaim et al, 2011; Hepworth et al, 2010). 
The current study revealed that scrupulosity may be conceptualised by significant 
others according to the degree of excessive devotion and to the kind of beliefs and 
behaviours exhibited and the balance between these two ways of conceptualising 
may be influenced by whether the significant other and the person with scrupulosity 
share the same faith.
It is clear that the process of demarcating the boundary between religious devotion 
and obsession is a key aspect of the experience of understanding and managing 
scrupulosity for significant others. This study revealed how faith congruence 
influences this process, as well as impacting the level of conflict within the 
relationship. Furthermore, a shared faith appears to influence the significant other’s 
authority in demarcating the boundary, both in their own eyes and those of the person 
with scrupulosity. The knowledge of religious practice where faith is shared gives the 
significant other confidence to decide what is excessive. In contrast, not sharing the 
faith position can result in withdrawal for fear of being disrespectful or causing 
conflict, or rigid attempts to control the experience and expression of the loved one’s 
religious and spiritual concerns. Additionally, the findings suggest variation among
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significant others in challenging scrupulous ideas or actions and understanding where 
this is helpful and where it exacerbates the problem, either directly or indirectly by 
increasing levels of stress within the family system.
The ability to demarcate the boundaries between devotion and excessive observance 
is likely to be crucial in providing exposure-based treatments for scrupulosity. This 
idea is supported in the literature that suggests knowledge of the particular religious 
faith is required in professionals in order to make judgements about the kind and 
degree of religious observance and clarify where devotion becomes excessive (Al- 
Solaim et al, 2011; Hepworth et al, 2010). While professionals may need expert 
knowledge of the specific religious practice involved, the nature of exposure-based 
treatments mean that those closely involved in the life of the individual also need to 
know where the boundaries lie, in order to avoid inadvertent accommodation of the 
obsessive ideas and behaviours, which would impede the effectiveness of treatment 
(Albert et al, 2010). It would therefore be relevant for those who do not share the 
faith of their significant other to receive help from health or religious professionals to 
increase their understanding of normative religious practice.
The extent to which significant others become involved in the lives of scrupulous 
individuals revealed by this study confirms the need for family involvement in 
therapeutic intervention (Rosmarin et al, 2010). This is supported by the suggestion 
that when families are involved in treatment for OCD, not only are treatment 
outcomes improved, but family stress and anxiety is reduced (Grunes, Neziroglu & 
McKay, 2001). The current study has shown that close friends as well as family 
members can have extensive involvement and should not be overlooked. By
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extension, mental health services should promote therapies that integrate broader- 
sociocultural factors that have an impact on well-being (Smail, 2005; Watts, Murray 
& Pilkington, 2014). This would not only include family input in interventions but 
take into account the religious or cultural context in which the individual experiences 
their difficulties.
The thoughts and doubts experienced by someone with scrupulosity tend to be 
persistent, irresolvable and fundamental to their spiritual well-being. This may 
particularly be the case where the individual believes that thinking about an action is 
the equivalent of carrying out that action (thought action fusion). This is common in 
OCD but because of the abstract nature of the fears in scrupulosity, e.g. I f  I  think 
about the devil I  will go to hell, it is impossible to disprove. This may be the case to 
such an extent that it may prevent engagement in treatment. Any therapeutic 
intervention needs to be aware of this and tailor therapy appropriately. As such, 
treatments that emphasise tolerance of doubt and uncertainty over challenging beliefs 
(Abramowitz et al, 2014) may be more effective. This may sit more easily with 
friends and relatives where directly challenging religious beliefs can feel 
uncomfortable. Further research into the effectiveness of this suggested approach 
would inform recommended treatment for individuals with scrupulosity.
The study revealed how individuals with scrupulosity may lean on significant others 
in their life for support and help, in particular in seeking reassurance about their 
religious devotion and moral character. In all of the cases there was evidence of a 
burden of care placed on the significant others and this is supported by the literature 
where accommodation in OCD has been found to occur in the context of family
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stress (Calvocoressi et al, 1995). Loved ones are often drawn into accommodation 
because they cannot tolerate the distress or anger that occurs if they do not provide 
reassurance or other forms of accommodation. The need for carer support may be 
even more crucial with scrupulosity because the individuals themselves may be 
resistant to the idea of professional intervention as they may not construe their 
dilemmas as an issue or may have fears about religious challenge from professionals. 
This may mean that support for carers goes unidentified.
The use of instant messaging as a facilitator for reassurance seeking and giving was 
an interesting and novel finding in the current study. The instantaneous nature of this 
media means that reassurance can be sought and received immediately and relatively 
easily. This may increase the burden for those on the receiving end of messages 
seeking reassurance due to the lack of boundaries in terms of time and space. 
Alternatively, it may make it easier for them to respond and circumscribe their 
involvement. Future research would be warranted in this area to investigate the use 
of social media and instant messaging means for people with anxiety and those who 
support them.
4.2 Limits o f  the study
The aim of IP A is for the researcher to make sense of the participant making sense of 
their experience (Smith et al, 2009). As such, and consistent with qualitative research 
in general, the aim is not to produce results that can be generalised or quantified. It is 
important to note the natural biases and prejudices of the researcher in any IP A 
study. While every attempt at maintaining objectivity and staying close to the data 
was made throughout the project, it is inevitable that the interpretations made will
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reflect the experience, knowledge and values of the researcher. As such the findings 
of the current study have been developed through the prism of a researcher with a 
therapeutic background and Catholic upbringing who currently identifies as Atheist. 
This is expanded upon in Appendix XL
While the current study adhered as far as possible to the principles of IP A as set out 
by Smith et al (2009), normally a small homogenous sample would be recruited. 
Because the sample was not homogenous three IP A case studies were undertaken. 
Single case analysis is entirely consistent with IP A methodology (Jonathan Smith, 
personal communication, 30th October 2013). Using three different cases broadened 
the phenomenology and show-cased variation in experience by religious background, 
in particular. However, the study is unable to discern whether each case is similar or 
different to other cases of that type. Nonetheless, the heterogeneity within the sample 
contributes to our knowledge and understanding of scrupulosity and how it is 
managed in informal networks in different relationships and religious contexts.
Accessing potential participants for the study was difficult for several reasons. 
Avenues of recruitment, such as through religious organisations, were limited by a 
fear held by those organisations that the research would be misconstrued as somehow 
critical of religious practice. While several of the organisations approached were 
willing to help in other ways, such as offering access to libraries, they were not 
willing to promote the research publicly. For the individuals targeted through social 
media, the fear of somehow betraying their loved one may have prevented them from 
taking part in the research. Furthermore, although it is impossible to know the 
extensiveness of scrupulosity in the population, it is a relatively rare phenomenon
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and so it was harder to reach sufficient numbers of significant others. Given these 
difficulties, it is possible that the sample obtained is unusual, in that the participants 
who did respond to recruitment attempts were not typical. However, the idiosyncratic 
nature of IP A studies means that each person’s experience is valid and informative 
and contributes to the body of knowledge in this area. Indeed, the experiences 
explored in this study connect with the literature on scrupulosity and that of family 
members of those with OCD.
The use of social media to advertise research produced some unforeseen difficulties. 
The Facebook advert used to recruit participants received several abusive messages 
aimed at the researcher. It is apparent that in reaching thousands of people through 
social media the researcher opens herself up to a greater number of people 
misunderstanding or being offended by the research idea. Furthermore this 
experience highlighted how sensitive the issue of religion is and how research 
involving religious issues has to go to extra lengths to avoid causing offense or being 
misunderstood. These will be ongoing challenges for others attempting to understand 
and support those who manage scrupulosity.
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Appendix I -  Recruitment advert
Participants for research needed: Family members of people experiencing 
preoccupation with religious or moral concerns
Are you over 16 and have a family member who is excessively concerned about 
having sinned or having unwanted sacrilegious thoughts? Do they become distressed 
by worrying about whether they are devoted enough to God or compulsively repeat 
religious rituals fearing that they have made mistakes? These symptoms can be very 
distressing and cause real difficulties. I am a trainee clinical psychologist at the 
University of Surrey and I am conducting a piece of research into how families cope 
with and support people with religious or moral obsessions and compulsions and I 
am looking for people to participate in my research. This will involve being 
interviewed by me about your experiences of having a family member who 
experiences religious and moral obsessions and compulsions. This study has been 
given a favourable ethical opinion from the Faculty of Arts and Human Sciences 
Ethics Committee at the University of Surrey.
If you think you might be able to take part, please contact me at 
c.sullivan@surrev.ac.uk and I will call you for an informal chat and will send you 
some more information about the research. You do not have to commit to anything 
until you have read all the information and had time to consider it. This is an 
opportunity to contribute to a very under-researched area and to talk about your 
experiences in detail. Thank you for taking the time to read this advert.
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Appendix II -  Facebook Advert
B  Research into religious and moral obsessions mid compulsions =r.âr=d _ 'tatua Zu y 2 6 ' 2C13 ' '
Do you Wve a family member or dose fnend who is distressed 
by excesave vmmes about not being a good or moral enough 
person? Does this cause them to do things like excessively give 
away money or belongings, compulsively check they have paid 
the right amount in a shop, extreme fears of having said or 
done something unkind or wrong? These things can be very 
distressing for the person, I am a trainee clinical psychologist 
doing research into this area and would like to hear from you. 
Please get in touch.
Uke ' Comment Share C2-29 [ ^ 1
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Appendix III -  Initial screening questions
Initial pre-interview screening questions (to be conducted by telephone/email)
Are you over 16?
Do you have a family member who you think is overly concerned with being devoted 
enough to God, having sinned or compulsively repeating religious rituals?
What is your relationship to this person?
How much contact do you have with this person?
What kind of behaviours have you noticed in your family member? [Looking fo r  
compulsions]
What are the main things they worry about? [Looking fo r  obsessional thoughts 
relating to religious or moral observance or devotion]
Does your relative have a diagnosis of OCD?
Have you noticed that you have these sorts of thoughts and behaviours yourself? 
Have you been given a diagnosis of Obsessive Compulsive Behaviour yourself?
These questions are designed to identify people who do not meet the inclusion 
criteria or should be excluded according to the exclusion criteria
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Appendix IV -  Participant Information sheet
Information Sheet
How families cope and support people with religious or moral obsessions and
compulsions
Introduction
About the researcher
My name is Clare Sullivan and I am a trainee clinical psychologist based in the 
Psychology Department at the University of Surrey, Guildford. I have a degree in 
psychology and am taking my studies further by studying at post-graduate level for a 
doctorate qualification.
I would like to invite you to take part in my study. To help you decide if you would 
like to take part please read this information sheet so that you know what you will be 
asked to do.
What is the study about?
I am interested in researching family members’ experiences of having a relative who 
is overly concerned with religious or moral observance. Some people become very 
preoccupied and anxious about whether they have been devout enough or whether 
they have completed religious rituals correctly. They may also become concerned 
about religious observance in their family members (e.g. whether they pray or go to 
church often enough). Little is known about the experience of this in families and so 
this is what my research will be about. I hope that the study will improve our 
understanding of families’ experiences.
Do I have to take part?
Taking part in this study is entirely up to you. To help you decide whether or not to 
take part, you can talk it over with friends, family, colleagues or health professionals 
although you do not have to do this. You can also contact me for further information 
and I will be happy to answer any queries. My contact details are at the end of this 
information sheet.
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Even if you agree to take part, you can choose not to answer all of the questions in 
the interview. You can also withdraw your data from the research at any time, up to 
one month after you are interviewed, without giving a reason.
Whether you decide to take part or not, your decision will have no effect on you or 
your family’s care or treatment at any point in the future.
What will I have to do?
I will ask you to meet me for an interview at a convenient time and location to you. 
This will be a local library or community centre, depending on where you live. If you 
live very far away from me or would prefer not to meet in person, we may be able to 
meet via Skype online if you have access to the internet.
During the interview I will ask you questions about what it is like to have a family 
member who is preoccupied with religious or moral obsessions and compulsions. 
The interview will be audio recorded and when we have finished I will transcribe it.
In the transcription of the interview all details that could identify you will be 
removed so it will be completely anonymous.
The interview will take up to 1.5 hours and we can pause for breaks as often as you 
need. I will also ask you to fill in a consent form and a short questionnaire to collect 
some biographical information about you. You will not have to put your name on this 
questionnaire and it will be stored separately from the interview transcript so it 
cannot be used to identify you.
Once I have analysed the transcript of the interview I will contact you to feed back 
my findings. This can be done over the phone, by post or email, or face-to-face and 
we can agree this at the time. I will also be happy to feedback the overall results of 
the research to you when it is completed if you would like this.
How do I agree to take part?
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You will be asked to sign a Consent Form to say that you have understood what the 
research is about and that you have had the chance to ask me questions first.
Does what I say get shared with anyone else?
All personal details about you will be kept confidential. This includes any 
information about where you live, your name, your age, gender, ethnicity, religion or 
any other information that would identify you personally.
While I am working on this study I am being supervised by my research supervisor 
to ensure I am conducting the research properly. My supervisor may have access to 
some information about you but I will use a fictitious name to identify you so my 
supervisor will not know your real name. My supervisor’s name and contact details 
are at the end of this information sheet.
I have to pass an examination of this research. My two examiners may see parts of 
the interview transcripts. Your name would never appear on the transcripts and any 
material that might identify you would be removed.
No-one else will have access to the personal information you give me during the 
research.
All information gathered during this research study will be stored securely in a 
locked filing cabinet at the University of Surrey, in accordance with the Data 
Protection Act 1998 and will be destroyed after ten years. Any audio recordings 
made by me of your answers will also be destroyed once the interviews have been 
transcribed.
What happens when the research study is completed?
Researchers usually aim to publish research findings in relevant scientific journals so 
that others working in the same field can learn more. These are usually academic 
journals which the public don’t tend to see. I can send you a short summary of the 
final research study if you would like, plus copies of any articles in which the 
research is published. This piece of research will be completed by approximately 
May 2014.
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Sometimes we present our research findings to other researchers. Again, all personal 
details about you will be kept confidential and no one will be able to identify who 
you are.
What are the benefits of taking part in the research?
There may be no direct benefit to you from taking part, although the research 
provides an opportunity for you to share your experiences.
Are there any downsides of taking part?
You may find some of the questions quite personal. If you find a question too 
personal or upsetting in any way you do not have to answer it. We can also take a 
break at any time during the interview or decide not to carry on with it. Many people 
find talking about their experience can be helpful but others find it brings up 
upsetting feelings or memories. If this happens and you would like some support 
then I can spend some time with you afterwards. Alternatively you can contact Mind 
fhttp://www.mind.org.uk/ or 0300 123 3393) or your GP for further support.
What if there is a problem?
If you have any concerns about any aspect of the way you have been treated during 
the course of the research study then you can contact my supervisor. Her name is Dr 
Laura Simonds and her contact details are at the end of this information sheet.
Has the research been approved by any committee?
The study has been given a favourable ethical opinion by the Faculty of Arts and 
Human Sciences Ethics Committee at the University of Surrey.
I hope I have answered all of your questions about the research study but please feel 
free to ask me anything else that I have not covered. My contact details and those of 
my supervisor are below.
Thank you for taking the time to read this information sheet
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Research being conducted by:
Clare Sullivan
Trainee Clinical Psychologist
Department of Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
c. sullivan@surrev. ac.uk
(If you email me with your telephone number I will be able to call you back)
Supervised by:
Dr. Laura Simonds 
Lecturer
PsychD Clinical Psychology Programme
School of Psychology
University of Surrey
Guildford GU2 7XH
+44(0)1483 686936
l.simonds@surrey.ac.uk
Appendix V -  Participant consent form
Consent to participate in research
• I have read and understood the project information sheet dated DD/MM/YYYY.
• I have been given the opportunity to ask questions about the project.
• I agree to take part in the project. Taking part in the project will include being 
interviewed and recorded (audio). I understand that the audio recording will be 
transcribed by the researcher.
• I understand that my taking part is voluntary; I can withdraw from the study at 
any time up to one month after I have been interviewed and I do not have to give 
any reasons for why I no longer want to take part.
Use of the information I provide for this project only
• I understand my personal details such as my name, phone number and address 
will not be revealed to people outside the project.
• I understand that any identifying details about me will be anonymised.
• I understand that my words may be quoted in publications, reports, web pages, 
and other research outputs on the understanding that my anonymity will be 
preserved.
Use of the information beyond this project
• I understand that other genuine researchers may have access to the anonymised 
transcript of my interview though no personal information will be shared with 
them.
• I understand that other genuine researchers may use my words in publications, 
reports, web pages, and other research outputs, but they will not have access to 
any personal information about me including my name.
Name of participant [printed] Signature Date
Researcher Signature Date
CLARE SULLIVAN
Project contact details for further information: Clare Sullivan email. 
c.sullivan@surrev.ac.uk
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Appendix VI -  Biographical information form
Biographical information questionnaire
1. What is your gender?
Please tick one box below 
□ Male 
D Female
2. How old are you?
Please state your age in years
3. How would you describe your religious orientation
Please tick one box below
□ Agnostic
□ Atheist
□ Buddhist
□ Christian (Catholic)
U Christian (Protestant)
□ Christian (Other) Please s ta te ................................................
□ Hindu
□ Jewish (Orthodox)
□ Jewish (Non-Orthodox)
□ Muslim
□ Sikh
□ Other Please s ta te ..............................................................
C Prefer not to say
4. How would you describe your ethnic background?
Please state below e.g. Black African, Asian - Indian, White British...
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5. What is your relationship to the individual experiencing religious 
obsessions and compulsions?
Please tick one below 
I am a...
□ Parent
□ Partner
□ Sibling
□ Son/Daughter
□ Other relation Please s ta te ...................................................
6. Where do you live?
Please state general area e.g. South East England
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Appendix VII -  Interview topic guide
Semi-structured interview of open questions. Direction of interview to be guided by 
participant’s responses.
Introduction
Thank you for agreeing to take part in this interview. I am going to ask you some 
open questions about your experience and I’d like you to answer them as fully as you 
can. If at any point you would like to take a break please let me know and we can do 
so. If you would like to stop for any reason that is also fine. As discussed already any 
identifying details about you or your family will be made anonymous. The only 
exception to this is if you mention something to me that makes me think there may 
be a risk of harm to you or someone else, in which case I will have to contact other 
people.
It is also important for me to make it clear that although I am training to work as a 
therapist, my role here is as a researcher, which imposes certain limits on me. I 
cannot give you advice/diagnoses/counselling.
Do you have any questions before we start?
You have indicated to me already that you have noticed that your family member 
becomes preoccupied with religious devotion or morality. Could you tell me a bit 
more about this?
How do you feel about this?
How do you tend to respond?
How does it make you feel to respond in this way?
How do you cope with this?
What has been helpful for your family member in the past?
What has made things worse for your family member in the past?
What other sources of support do you and your family member have?
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How do other members of your family cope?
What kind of discussions do you have within your family about this?
What kind of discussions do you have with the family member who is preoccupied 
with religious devotion or morality?
What do you think would improve things for you and your family?
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Appendix VIII -  Ethical approval
UNIVERSITY OF
SURREY
Professor Bertram Opte ,  f
Chair: Facutty of Arts and Human Sciences Ethics J  „CommNM xtencM
University of Surrey omc8
i- x
i . y.A : :: 6teTXHfKl:
'.P  ■ :r - n P :P ::■■■. ' ï -V;;;; 4 ' ^ ' v ': Î Ï J E S P Î P Ÿ i P - - : ; ' ÿ - ^
■ Cl are Sul l ivan v v ÿ -1 
: -;TraineeCfinfei  Psyçhol og!St:;-';|v|;:;;;;:;;:-.-.\;:i;::-’:.V.;:-;|p^;v;:^ 
vSs^ool ;trf.PsychQiogy;:
University of Surrey
8* January 2013 
Dear Clare
Reference: 82S-PSY-12
Title of Project: How do families accommodate scrupulosity?
The Faculty of Arts and Human Sciences Ethics Committee has now given a  favourable
\eèiC3ic#imon;!02-
if there are any significant changes to your proposal which require further scrutiny, pleas* 
contact the Faculty Ethics Committee before proceeding with your Project
Appendix IX -  Examples of coded data
Kareema
Code Text Page and 
line
reference
Repeating the same 
reassurance
Yeah, we just say pretty much 
the same thing everytime,
P2, 10
Using externalising 
language in 
reassurance-giving
Yeah, we just say pretty much 
the same thing everytime, “we 
know it’s your paranoia, it’s 
never been like that before, 
you’ve never actually had”. .. 
what she fears has never actually 
come true before. So we just say 
“it’s your paranoia, go ahead”.
P2, 10-13
Giving permission to 
stop compulsive rituals
So we just say “it’s your 
paranoia, go ahead”.
P2, 13
Using specific phrases 
in reassurance-giving
P: You have to say “Insh’Allah”, 
you’re familiar with 
“Insh’Allah”?
R: Yes
P: God willing. You have to say 
that or she won’t be reassured.
P2, 15-17
Participant understands 
that she is giving 
reassurance
God willing. You have to say that 
or she won’t be reassured.
P2, 17
Participant’s language 
minimises importance of 
need for reassurance
If I forget she tells me, “Say 
Insh’Allah, say Insh’Allah”, So 
I’ll say “yeah, yeah, Insh’Allah”
P2, 20-21
Minimising current 
behaviour compared to 
past
R: Ok, so that will happen 
sometimes multiple times a day? 
P: er, yeah, she’s a bit better 
lately, but also because I’m quite 
often out of the country she’s not 
been able to contact me as much.
P2, 22-24
Only a few people can 
reassure friend
She just needs someone to tell 
her really and like I said because 
there’s only a few of us that she’s 
actually open with, there’s only a 
few of us who can actually 
reassure her. so we just tell her 
and she’s ok.
P2, 27-30
Reassurance-giving is 
straight forward
so we just tell her and she’s ok P2, 30
Other friends get 
stressed out when friend 
calls them a lot
R: Ok, so how do you think she’s 
coped while you ve been away, 
she’s just been talking to the
P2, 31-34
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other friends?
P: Yeah she told me 
they’re...er... they’re stressed 
out because she’s been calling 
them lots.
Minimising current 
behaviour compared to 
past
I mean now she’s pretty good but 
at one point she was calling me 
several times a day.
P2, 3-4
Receiving calls several 
times a day from friend
at one point she was calling me 
several times a day
P2, 3-4
Using externalising 
language in 
reassurance-giving
R: Ok, so you ’re just saying to 
her, carry on and do the washing 
or do the praying?
P: No, no, carry on and do the 
prayer. Just remind her that her 
fear of it being dirty is her 
paranoia.
P2, 5-8
Sue
Code Text Page and 
line
reference
L didn’t engage in 
psychology
the psychologist tried to engage 
him in some work but basically 
he never really felt understood 
um and he also was very very 
frightened of his OCD and so he 
didn’t really engage
P5, 4-6
Noticing praying the praying seemed to be just 
becoming more and more 
prominent. All the time, we were 
noticing it, several times a day.
P5, 9-11
Trying to make sense of 
worsening symptoms
And then it suddenly seemed to 
get an awful lot worse and we 
couldn’t quite understand what 
had sparked that off but at the 
same time he started being a 
bit... sort of saying “oh, I hate 
English at school, I hate the 
English teacher, she’s stupid, 
she’s an idiot” so we thought 
“what is going on in English, 
what is happening?”
P5, 11-16
Speaking to L’s school Anyway, I spoke to the school 
and they said “Oh yeah, they’re 
studying Paradise Lost”, which is 
of course all about devils and
P5, 17-19
demons and that had absolutely 
triggered it all off
Trying to make sense of 
situation
I spoke to the school and they 
said “Oh yeah, they’re studying 
Paradise Lost”, which is of 
course all about devils and 
demons and that had absolutely 
triggered it all off
P5, 17-19
Recording evidence of 
behaviours
he was just getting worse and 
worse and worse and the 
praying... I can show you the 
video clip of it
P 5 ,22-23
Description of 
ritualising behaviour
I would sit in the car with him for 
a half hour journey and he’d be 
doing it more or less 
continuously. He was playing a 
lot of rugby so we’d watch him 
play rugby -  when his hands 
weren’t actually on the ball he 
was doing it
P5, 24-28
Description of 
ritualising behaviour
when he was at home sometimes 
he would open the window and 
shout out his prayers so he was 
declaiming them outside because 
he was so consumed with it
P5, 29-31
Asking school to look 
for signs of a problem
we’d said to school ages ago 
“Look, if you notice anything out 
of the ordinary please, please tell 
us”.
P6, 1-3
Fiona
Code Text Page & line 
reference
Mum’s relationship with 
Jesus interferes with her 
relationship with Fiona
she’s got a very strong relationship 
with Jesus um that they communicate 
daily, um and you know it can 
interfere with my relationship with 
her at times
1,7-9
Mum pushes Fiona to say 
she believes
she will say to me, “Oh, you believe, 
don’t you Fiona?” and if I don’t 
agree she’ll start to kind of push it on 
to me
1, 11-12
Relationship can become 
strained
it can get quite strained 1, 15
Fiona tries to change the it can get quite strained. I try to 1, 15-16
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subject when things get 
strained
change the subject.
Fiona has learnt to deal 
with pressure from her 
mum by changing the 
subject
I’ve just learnt to deal with it in the 
way that I just change the subject
1, 19-20
Fiona used to get involved 
in arguments with her 
Mum about religion
I used to get into kind of a heated 
argument with her and you know I’d 
say I’ve got my own beliefs but she 
was quite adamant that I should 
believe in you know what she 
believes in
1,21-23
Fiona felt pressured by her 
Mum
I did feel pressurised in that 1,24
Mum wants Fiona to have 
the same beliefs as her
She wanted me to agree. She wants 
me to have the same thoughts that 
she’s having... um... and follow that 
belief
1,28-29
As a child F believed what 
her Mum said but as an 
adult came up with her 
own ideas
I believed a lot of what she said to 
me but as I’ve got older I’ve figured 
things out for myself and realised 
you know things aren’t quite as she 
thinks
2,4-6
Fiona formed own 
opinions about religion 
(working through rather 
than accepting?)
So I’ve formed my own opinions 
really.
2, 6-7
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Appendix X -  Table of themes
Participant Superordinate
Theme
Subordinate
Themes
Example text extract
Kareema Special 
Authority, 
Moral Guide
Fears about 
incorrect 
religious 
practice
She worries that she’s 
forgotten to do it or that she’s 
done it but i t’s not correct
Authoritative
reassurance
She can call us and say 
“look, I ’ve been doing 
this all morning, 
there’s something 
wrong with me, do I  
have to keep going? ” 
and we 7/ just say, “no, 
you ’re fine, you can 
just go ahead”.
Specialist
Emergency
Service
Reassurance- 
giver as a 
specialist role
She ’11 only trust 
certain people to 
reassure her.
Crisis
management
She’s often on the verge o f a 
panic attack when she calls
Ambivalent
Motivations
Giving 
reassurance 
is easy
Now i t’s just an old routine for  
us, i t’s very easy for me to 
deal with.
The cost of
witholding
reassurance
It wouldfeel horrible 
if's so easy /h r  
me... to say “ohyes, 
I ’ll look in the bag”.... 
Actually I ’d be the one 
who, who lets her 
down.
Minimising
and
normalising
I  mean now she’s pretty good 
but at one point she was 
calling me several times a day
Demands of 
role of
she would call me several 
times a day
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reassurance-
giver
Sue v4 strange and
terrible
problem
A terrible 
time
That was a terrible, terrible 
time and we... in fact looking 
back that was the time when 
we were absolutely on the 
asjgg
It’s different 
with religion
I t ’s not only with OCD but 
with a quite an unusual, rare, 
severe form
Control to
reduce
uncertainty
Reducing
uncertainty
Everything w e’ve read about 
OCD suggests that you use the 
Sertraline to decrease the 
anxiety to allow you to engage
Surveillance He was just getting worse and 
worse and worse and the 
praying... I  can show you the 
video clip o f it.
Restrictions 
and limits
A couple o f times he said “Oh 
can I  go to church? ” and we 
said “no ” because [laughs] 
we thought that that clearly 
would be fuelling it”.
A self-help 
approach
A
complicated
relationship
with
reassurance
We made all those mistakes 
and once we actually realised 
that’s what was going on and 
cut o ff all those areas o f  
reassurance
Self-help
strategies
We ’re trying to do some 
exposure at home
Fiona The strain o f 
being
understanding
I  used to get into kind o f a 
heated argument with her and 
you know I ’d say I ’ve got my 
own beliefs but she was quite 
adamant that I  should believe 
in you know what she believes 
in.
unacceptability
I  have said “Oh for goodness 
sake Mum, you know, these
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o f challenging 
genuine beliefs
are your thoughts, this is to do 
with your illness ” and I  have 
fe lt really guilty for that 
because she actually really 
genuinely believes these 
things.
Reconciling 
Mum’s beliefs
I ’ve hadfriends say to me, i f  
i t ’s not harming her in anyway 
and i t ’s giving her some kind 
o f comfort in life then that’s a 
good th ing for her and I've 
come to agree with that in 
recent years.
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Appendix XI
The impact of the researcher’s values and experience on the research process -  
personal reflections
In conducting phenomenological research, the researcher attempts to put aside 
temporarily their previous beliefs, experience and judgement, in order to see afresh 
the particular phenomena under investigation (Finlay, 2014). However, to achieve a 
completely pure and objective stance would be impossible. Instead the researcher 
aims to manage their subjectivity (Finlay, 2014), i.e. to continually hold in mind an 
awareness of their natural biases and consciously approach the phenomena with open 
curiosity and attentiveness. This requires reflection on behalf of the researcher on 
what beliefs, values and experience they hold and how this may impact on how they 
view the world. Below I attempt to outline some of my personal reflections on my 
own background, as a trainee clinical psychologist and novice researcher who was 
brought up in a religious household, and how these may be relevant to the research 
process.
While an ability to empathise and build rapport with people is useful in gathering 
information in research, other aspects of being a therapist may make objectivity 
difficult. As a trainee clinical psychologist, I have spent many years honing my 
therapeutic skills. A key part of this has been around the way I listen to people telling 
me their story, not just showing empathy but actually being empathie and allowing 
myself to feel some of what the person is experiencing. Conducting research required 
a conscious attempt to listen in a different and much more objective way. However, I 
found it very difficult to switch off “therapist mode” when interviewing participants,
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particularly when their stories contained distress. I had to continuously remind 
myself of my role of researcher and avoid being too empathie or offering reflections 
that may stop the participant from saying more because they feel understood 
(Lumsden, 2013) but maintain a level of interestedness that would encourage them to 
continue. This was a process of development for me that required continued 
reflection.
As a novice researcher I was very aware of my lack of experience in the research 
process, particularly the analysis. As such, I was also aware of how my skills and 
confidence developed through the experience of conducting the research. For 
instance, I had significantly more experience when I analysed the third interview 
than I had when I analysed the first. Additionally, the knowledge and understanding 
that I had gained from the analysis of the initial interview is likely to have informed 
the analysis of subsequent interviews. The order in which I conducted the analysis 
may therefore have impacted how it developed and this is something that I had not 
considered before I began.
The nature of scrupulosity and its accompanying religious and moral dilemmas 
meant that I had to think about the influence of my own upbringing in a Catholic 
household. I went to a Catholic primary school where religion infiltrated all areas of 
education so I was fully immersed in Catholicism during my formative years. By the 
time I was a teenager I had decided that I was not religious and an atheist position 
felt more comfortable. However, this early exposure to Catholicism and subsequent 
rejection of religion will undoubtedly have influenced how I understand the world 
and therefore how I interpreted the research data. On one hand I felt that my
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knowledge of Catholic and Christian traditions gave me a good framework through 
which to understand some of the behaviours and beliefs described. On the other 
hand, being an “outsider” to religion may have made me more empathie towards Sue 
and Fiona’s positions, and less of that of Kareema. However, my lack of knowledge 
of the intricacies of Muslim practice may have made me more curious about 
Kareema and caused me to make fewer assumptions and therefore allowed greater 
objectivity.
While holding all of these elements in mind while conducting the research was 
difficult, I felt it aided the process of “seeing afresh” (Finlay, 2014) and as such 
allowed me a closer insight into the phenomenology of the research topic.
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Major Research Project Proposal: How do families accommodate scrupulosity?
Introduction
Background and Theoretical Rationale
Scrupulosity is commonly understood as a sub-type of Obsessive Compulsive 
Disorder (OCD) characterised by religious or moral obsessions and compulsions. It 
is similar to OCD which is an anxiety disorder in which unwanted anxiety-provoking 
thoughts, ideas or images are experienced and resisted and accompanied by urges to 
reduce anxiety through some other thought or behaviour. The obsessions and 
compulsions of individuals with scrupulosity focus on religious or moral fears 
(Ciarrocchi, 1995) and tend to be concerned with sin and devotion to God with 
feared consequences likely to be religious or moral in nature (Huppert, Siev & 
Kushner, 2007). Examples include religious observance taken to extreme, excessive 
doubt regarding whether one has sinned or unwanted sacrilegious thoughts (Nelson, 
Abramowitz, Whiteside & Deacon, 2006).
Much of the literature is concerned with the ways in which scrupulosity is similar or 
different to OCD. The literature suggests that scrupulosity is associated with 
obsessional symptoms and a greater number and variety of obsessional symptoms 
predict the presence of religious obsessions. There is some variation in the literature 
in findings around compulsive behaviours among patients with religious obsessions. 
However, measures usually used to assess compulsions may not be sensitive to the 
types of checking and neutralising behaviours that might be expected amongst 
scrupulous patients (Nelson et al, 2006) so it is unclear whether any of the studies
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that have examined this have accessed pertinent data about compulsions in this 
group. The evidence in this area is limited and based on small samples with limited 
variability in religious groups studied.
An important distinction between scrupulosity and OCD is that of ego-dystonic vs. 
ego-syntonic. People with OCD usually report their obsessive thoughts as unwanted 
and at odds with their view (i.e. ego-dystonic). However, scrupulous individuals 
may experience these thoughts and doubts about morality and religion as consistent 
with their world view (i.e. ego-syntonic; Nelson et al, 2006). This distinction links 
scrupulosity to Obsessive Compulsive Personality Disorder (OCPD), in which 
scrupulous ideation is ego-syntonic, although it does not produce a reaction of 
anxiety and fear, nor is it actively resisted or associated with violent and sexual 
obsessions as it tends to be in OCD (Nelson et al, 2006). The ego-dystonic vs. ego- 
syntonic distinction has important implications in help-seeking behaviour and 
treatment for scrupulous individuals. Due to ego-syntonicity, the scrupulous 
individual may not see a need to seek help. The support they do seek may be to get 
reassurance around their devotion rather than to reduce their obsessions and 
compulsions.
The different avenues for and sources of support that scrupulous individuals may 
explore have been examined by several studies. Findings suggest that scrupulous 
individuals are more likely initially to seek help or guidance for their religious 
symptoms from their religious leaders (Al-Solaim and Loewenthal, 2011; Greenberg 
and Shefler, 2002; Siev, Steketee, Fama and Wilhem, 2011). When scrupulous 
individuals do engage in mental health treatment there seems to be some variation in
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the literature on what type of treatment they prefer. Often studies do not access those 
individuals who do not come forward to seek help and, while this group is likely to 
be very difficult to access, their views would enrich the information available greatly 
and may give a much better understanding of the difficulties scrupulous individuals 
may have when they want to seek help.
While there are barriers to individuals seeking help, there are also significant barriers 
to treating people once they have sought help. Catholic priests interviewed by 
Hepworth, Simonds and Marsh (2010) recognised that scrupulous individuals would 
not necessarily see their symptoms as a problem. This lack of insight poses a serious 
challenge to any intervention, whether by a spiritual leader or health care 
professional. Further treatment challenges may occur because the scrupulous 
individual may view therapy designed to reduce their symptoms as a threat to their 
religious integrity. This has implications for the likelihood of specific treatment 
models being effective without modifications. In addition, therapists without 
knowledge of normative religious practices could exacerbate patients’ concerns and 
fail to respond appropriately to a religious presentation of OCD due to a lack of 
understanding of what constitutes healthy religious observance in a particular culture. 
Some ways of tackling these challenges have been suggested, such as collaborative 
working between family members (Rosmarin, Pirutinsky and Siev, 2010).
A key area missing from the literature is how families of scrupulous individuals 
conceptualise the disorder and how they may accommodate it. Symptom 
accommodation (e.g. providing reassurance, participating in rituals) by families is a 
core feature of OCD and has been shown to correlate with poor functioning, rejecting
79
attitudes towards the individual with OCD and several types of family stress 
(Calvocoressi, Lewis, Harris, Trufan et al, 1995). Furthermore, it may be predictive 
of poor treatment outcome (Albert, Bogetto, Maina, Saracco, Brunatto & Mataix- 
Cols, 2010) as it is directly at odds with exposure-based treatments which are 
recommended for OCD. No studies explicitly assess accommodation in families of 
scrupulous individuals but this could provide important insights into aspects of 
scrupulosity that may not be reported by scrupulous individuals themselves and how 
they might involve others in their religious practices. Additionally, it is important 
because accommodation in OCD families is known to cause significant distress for 
individuals and family conflict.
The current study aims to use a Grounded Theory Method using semi-structured 
interviews to gain an understanding of how families may accommodate scrupulosity. 
A qualitative approach is appropriate because of the lack of existing research in this 
area and Grounded Theory allows theories to be built from the data about how 
accommodation might be occurring. In this way it offers more than an Interpretive 
Phenomenological Analysis which would be limited to describing the families’ 
experiences.
Research Question
How do families accommodate scrupulosity?
Method
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Participants
• 12-15  participants
• There is controversy about the number of participants required for a 
Grounded Theory study and it is impossible to know exactly how many will 
be required until the researcher is immersed in the research. However, in a 
study systematically documenting the degree of saturation and variability of 
thematic analysis in 60 in-depth interviews Guest, Bunce and Johnson (2006) 
concluded that saturation occurs in the first twelve interviews. I will therefore 
aim to recruit a minimum of twelve participants.
• Participants will be adult family members of an individual who they perceive 
as exhibiting symptoms of scrupulosity (i.e. obsessions and compulsions 
around religious or moral fears).
• Inclusion criteria
- Over 16 years of age
- Family relationship with someone with scrupulosity (including spouse, 
partner, sibling, parent, son/daughter, step-parent, step-son/daughter, half­
sibling, Aunt/Uncle, niece/nephew, grandparent, grandson/daughter.
- Living with a scrupulous individual
- Not living with a scrupulous individual but in close contact (defined as 
seeing or speaking to the individual most weeks)
• Exclusion criteria
- Being under 16 years of age
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- Unable to speak English
- Family members of an individual with OCD that is not characterised by 
religious or moral obsessions and compulsions
- Having a diagnosis of OCD or scrupulosity themselves
• Two main sources of recruitment:
- OCD and anxiety websites and forums (e.g. OCD UK, OCD Action, Stuck 
In A Doorway, Mental Health Forum, Anxiety UK, OCD foundation, OCD 
Support)
- Accessible religious organisations (e.g. Islamic Culture & Education Centre, 
Battersea; Shaftesbury Christian Centre; The Bridge, Battersea; Jewish 
Community Centre for London; Hindu Culture Society; Ramgarhia Sabha, 
Southall; Worth Abbey, West Sussex.
I will recruit from these places using online adverts and posters that can be 
put up in community areas.
• Participant response rate
It should be noted that this group are likely to be harder to recruit than 
families of people with OCD because scrupulosity is relatively unrecognised 
and because individuals experiencing it often do not regard their symptoms as 
a mental health condition. Furthermore, scrupulosity is a less common 
disorder than OCD. However, given the lack of example studies recruiting 
from the population in which this study is interested I have looked at studies 
recruiting families of people with OCD in similar ways to this proposal as 
well as other studies recruiting participants from faith communities to
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establish an idea of what the response rate might be.
Futh, Simonds and Micali (2012) recruited nine families of children with 
OCD by advertising in the newsletter and website of OCD UK, one of the 
target sites for recruitment for the current study. Ahmed, Atkin, Hewison and 
Green (2006) recruited forty-nine people from faith communities via 
community organisations such as local community resource centres for their 
study investigating the influence of faith and religion and the role of religious 
community leaders in prenatal decisions for sickle cell disorders and 
thalassaemia major. Hepworth et al. (2010) recruited eleven Catholic priests 
in the South East of England for their grounded theory study investigating 
Catholic priests’ conceptualisation of scrupulosity. Six of these priests had 
had direct experience of people with scrupulosity, suggesting that even in this 
relatively small geographic area contact with someone with scrupulosity is 
not uncommon. These three examples indicate that it should be possible to 
recruit the 12-15 participants required. However, it will be possible to widen 
the scope of recruitment if necessary by advertising further afield in religious 
organisations across the country and offering interviews via Skype rather than 
face to face.
Design
The study will use a Grounded Theory approach using semi-structured interviews.
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Measures/Interviews/Stimuli/Apparatus
• Advert for study
• Questions for initial screening phone call of potential participants
• Participant information sheet
• Participant consent form
• Biographical information questionnaire
• Introduction to interview and Interview topic guide

Ethical considerations
• Distress caused by talking about sensitive issues -  interview can be 
terminated if too distressing and interviewee can be referred to their GP 
and/or mental health charities, such as Mind and Rethink for further support. 
Debrief after interview to be offered.
• However, talking about their experiences and feeling listened to may be a 
positive experience.
Interviewees may want/expect more from the researcher e.g. asking advice, 
asking for diagnosis -  researcher will be explicit in introduction to interview 
of her role as researcher and the limits this imposes (see introduction of Topic 
Guide, appendix VI)
• Interviews to be conducted close to where participants live where possible to 
limit effort required of them to participate or via Skype if distance is too 
great.
• Cost of local travel to be reimbursed to participants from research allowance
• Participation is entirely voluntary and participants can withdraw their 
involvement at any time and this will be made explicit to them before and 
during the interview.
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Name of Ethics Committee: University Faculty of Arts and Human Sciences Ethics 
Committee. One of the websites I intend to recruit from may also require approval 
from NHS Ethics Committee. I have contacted them to confirm this but have not yet 
had a response. Pending their response, I may also apply for NHS Ethics Committee 
approval.
R&D Considerations
R&D approval not required
Proposed Data Analysis
I will use a Grounded Theory method to analyse the data. I will draw on the 
procedure set out by Corbin and Strauss (1990). The key principles of this approach 
include that data collection and analysis are an inter-related process with data being 
analysed as soon as it is collected and that theoretical sampling can be used. The 
analysis involves constantly comparing bits of data and the concepts and categories 
that are drawn from the data, while any hypotheses about relationships among 
categories are developed and verified as the researcher begins to build theory.
Service User and Carer Consultation / Involvement
Feedback was received from Barbara Riddell, Co-ordinator of Service User 
and Carer Involvement when the proposal was presented to her.
Feedback on feasibility and ethical considerations will also be sought from 
religious organisations. Initially I will contact Fr. Stephen Ortiger of Worth 
Abbey, West Sussex and will also approach other religious leaders.
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Feasibility Issues
The main potential obstacle to the research is that it will be difficult to recruit enough 
participants. Every effort will be made to recruit from the population described 
above, including advertising across the UK and the provision for including 
interviews conducted via Skype will enable this to be feasible.
However, if it still proves impossible to recruit enough participants among family 
members of people with scrupulosity I will instead conduct interviews with people 
who identify themselves as having an organised religious faith and giving them a 
vignette describing someone with symptoms of scrupulosity to find out how they 
would view this and how they would support a member of their family exhibiting 
these symptoms. This would significantly reduce the difficulties of recruiting 
enough participants. I would advertise for participants in the same faith communities 
as described above and would largely follow the same procedure as described, with 
the addition of including a vignette to stimulate discussion.
Dissemination strategy
Study to be written up for submission to a peer-reviewed journal (e.g. Mental 
Health, Religion and Culture)
Study to be proposed for presentation at relevant conferences in 2014 (e.g. 
annual national OCD conference)
Study to be presented to University of Surrey OCD research group 
Executive summary of study to be sent to participants and recruitment sites.
Study Timeline
Aug 2012 Submit MRP Proposal
Sep 2012 MRP course approval
Sep-Nov 2012 NHS and Course Ethics submission
Dec 2012 Recruit participants
Jan-Aug 2013 Data collection
Feb-Nov 2013 Data analysis
Jul 2013 Draft Introduction submitted to supervisor
Nov 2013 Draft Method submitted to supervisor
Dec 2013 Draft Results submitted to supervisor
Beginning Jan 2014 Draft Discussion submitted to supervisor
End Jan 2014 Full draft submitted to supervisor
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Literature Review: Treatment challenges associated with scrupulosity: A review 
of the literature 
Abstract
Scrupulosity is commonly understood as a sub-type of Obsessive Compulsive 
Disorder (OCD) characterised by the presence of religious or moral obsessions and 
compulsions. It is a disorder that poses significant treatment challenges due to 
disagreement regarding its definition and treatment and the reluctance of individuals 
with scrupulosity to seek help from psychologists. This study reviewed the literature 
with a view to better understanding the phenomenology of scrupulosity as a disorder 
and the treatment challenges it poses. A systematic search strategy was implemented 
followed by manual scanning of titles and abstracts. Fourteen papers met the 
inclusion criteria. The findings indicate that scrupulosity is a type of OCD 
characterised by religious obsessions and certain cognitive biases which usually 
manifests itself in a religious context. There are a number of barriers to help-seeking. 
The perception of religious symptoms as unproblematic among scrupulous 
individuals presents a barrier, both in terms of engagement and in the effectiveness 
of recommended treatment types. Other challenges include patients’ fear that 
therapists might attempt to reduce their faith and commitment to God or religion, and 
lack of religious knowledge on behalf of the therapist. Implications for further 
research on the treatment of scrupulosity are discussed.
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Introduction
Scrupulosity is best understood in the ways in which it is similar and different from 
OCD. OCD is an anxiety disorder in which unwanted anxiety-provoking thoughts, 
ideas or images are experienced and resisted and accompanied by urges to reduce 
anxiety through some other thought or behaviour. The obsessions and compulsions 
of individuals with scrupulosity focus on religious or moral fears (Ciarrocchi, 1995) 
and tend to be concerned with sin and devotion to God. These obsessions appear to 
be experienced in a similar way to other obsessions typical of OCD. However, the 
feared consequence is more likely to be religious or moral in nature (Huppert, Siev & 
Kushner, 2007). Examples of scrupulosity include religious observance taken to 
extreme, excessive doubt regarding whether one has sinned or unwanted sacrilegious 
thoughts (Nelson, Abramowitz, Whiteside & Deacon, 2006). Other features include 
excessive guilt, cognitive distortions and compulsive confessions, prayers or rituals 
(Miller et al., 2008). Apart from a fixation on religious issues, this clinical 
presentation has much in common with that of OCD.
Scrupulosity behaves cognitively similarly to OCD. Typical cognitive processes 
associated with OCD include inflated responsibility, importance given to thoughts 
and their control, over-estimation of threat, intolerance of uncertainty and 
perfectionism (Nelson et al, 2006). These cognitive styles have been found to be 
related to religiosity among non-clinical samples suggesting a possible relationship 
between religiosity, scrupulosity and cognitive processes in OCD (Nelson et al, 
2006).
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The similarities between scrupulosity and OCD have led to suggestions that it is a 
subtype of OCD. Because of the breadth of symptoms of OCD, much research has 
been conducted to define specific subtypes, which may require different treatment. 
There is a sound empirical base for the existence of a number of subtypes of OCD: 
contamination/ washing, checking, hoarding and symmetry/ordering (McKay, 
Abramowitz, Calamari, Kyrios, Radomsky, Sookman, Taylor and Wilhelm, 2004). 
Beyond these, there is some controversy about the existence of further subtypes, the 
empirical base for which is more mixed. Among these are pure obsessionals, 
sexual/religious obsessions, and harming obsessions (McKay et al, 2004). As such 
the literature on whether scrupulosity can be defined as a distinct subtype of OCD is 
divided.
A key aspect in which scrupulosity may be different to OCD is the ego-dystonic vs. 
ego-syntonic distinction. People with OCD report their obsessive thoughts as 
unwanted as they are at odds with the individual’s world view, i.e. they are ego- 
dystonic. However, individuals with scrupulosity may experience these thoughts and 
doubts about morality and religion as consistent with their world view, i.e. ego- 
syntonic (Nelson et al, 2006). This distinction links scrupulosity to Obsessive 
Compulsive Personality Disorder (OCPD) and scrupulosity is described as a 
symptom of OCPD in DSM-IV-TR, although scrupulous ideation in OCPD does not 
produce a reaction of anxiety and fear, nor is it actively resisted or associated with 
violent and sexual obsessions as it tends to be in OCD (Nelson et al, 2006). This 
complicates the picture of where scrupulosity can be situated in relation to both OCD 
and OCPD and adds to the difficulty of arriving at a clear definition. Moreover, it has
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important implications in help-seeking behaviour and treatment for scrupulous 
individuals.
Because scrupulosity is generally seen as a subtype of OCD it is likely to be treated 
in mental health services accordingly. The current recommended most effective 
treatment for OCD is Cognitive Behavioural Therapy (CBT), including exposure and 
response prevention (ERP) with a course of selective serotonin re-uptake inhibitor 
(SSRI), depending on the severity of the OCD and the effectiveness of psychological 
treatment (National Institute for Health and Clinical Excellence (NICE), 2005). 
NICE guidelines only mention scrupulosity specifically in the context of OCD 
symptoms involving religious or cultural practices. As such NICE (2005) 
recommends “When the boundary between religious or cultural practice and 
obsessive-compulsive symptoms is unclear, healthcare professionals should, with the 
patient's consent, consider seeking the advice and support of an appropriate religious 
or community leader to support the therapeutic process”. This suggests that 
amendments to treatment plans for OCD may need to be made when treating an 
individual with scrupulosity. Ciarrocchi (1995) warns that a less experienced 
practitioner may not understand how OCD can intrude into the religious domain and 
as such may not ask specific questions about this side of the person’s life. 
Furthermore he suggests that a scrupulous individual may not wish to discuss their 
religious observance in a therapy session either because they do not see it as the 
appropriate forum or from embarrassment. These aspects of scrupulosity may mean 
that it is difficult to identify and therefore to amend treatment plans and support the 
idea that it does not respond well to conventional OCD treatments (Miller et al, 
2008).
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The purpose of this review is to evaluate the current empirical evidence base on 
scrupulosity with a specific focus on its phenomenology and classification and the 
treatment challenges it presents. This review also aims to identify areas where 
research is lacking and to ascertain where future research is warranted.
Methodology
Search strategy
In December 2011, a systematic search was conducted to explore articles 
investigating scrupulosity. EBSCO Host was used to search the following electronic 
databases: Psychlnfo, PsychARTICLES, Psychology and Behavioural Sciences 
Collection, PsychBOOKS and Medline. Web of Knowledge was also searched 
separately. The search terms “scrupulosity”, “obsess* + compuls* + religion” and 
“obsess* + compuls* + scrupulous” were used in all of the databases and no date 
restrictions were set producing a total of 304 unique papers. A manual scan was 
conducted of titles and abstracts to check relevance leaving a total of 37 papers. 
Further papers were excluded on a more detailed reading according to the exclusion 
criteria outlined below leaving a total of 12 papers. Relevant additions were made 
following a manual check of the references of the included papers leaving a final 
total of 14 papers.
Exclusion criteria:
Papers were excluded that:
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a) focused on the occurrence of non-religious based OCD in samples constituted 
on the basis of religion
b) were not peer-reviewed empirical articles
c) used samples from the general population, i.e. participants did not 
demonstrate excessive religious observance or did not meet a threshold for 
diagnosis of OCD.
Descriptive characteristics of the studies can be found in Appendix I.
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Results
This section will consider findings in the literature thematically, firstly by looking at 
how scrupulosity compares to OCD. In this context cognitive biases in scrupulosity 
will be discussed as well as links to OCPD. The review will then consider 
scrupulosity in the context of religious beliefs leading to a discussion of help seeking 
and support. The section will culminate in an analysis of the treatment challenges 
apposite to scrupulosity.
Scrupulosity as a subtype of OCD
Much of the literature is concerned with the similarities and differences between 
scrupulosity and OCD and defining scrupulosity in relation to OCD. Nelson et al 
(2006) investigated the relationship between scrupulosity and OCD symptoms and 
severity among a sample of 71 patients with OCD who completed a variety of self- 
report measures of OCD and related symptoms, severity and related cognitive 
distortions, including a measure designed to assess religious obsessions (Penn 
Inventory of Scrupulosity (PIOS), Abramowitz, Rupert, Cohen, Tolin & Cahill, 
2002). They found a significant association between scrupulosity and obsessional 
symptoms but no association between scrupulosity and checking and neutralising 
rituals. The authors attribute this lack of association to the fact that the type of 
checking and neutralising behaviours likely to be utilised by patients with religious 
obsessions, such as thought suppression, mental phrases or prayers, may not be 
picked up by the neutralising subscale of the Obsessive-Compulsive Inventory- 
Revised (OCI-R; Foa, Huppert, Leiberg, Langer, Kichic & Hajcak, 2002) (the 
measure used to assess severity of OCD symptoms), which involves numbers and
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counting. Furthermore, the checking subscale of the OCI-R mainly assesses 
household items rather than the types of checking behaviours which may be used in 
scrupulous individuals such as checking for harm or mistakes or checking with 
religious authorities. The results of the study indicate that patients suffering 
primarily with severe unacceptable obsessional thoughts have greater levels of 
scrupulosity than those whose primary symptoms are around contamination. It also 
found that scrupulosity was unrelated to global OCD symptom severity, which they 
identify as supporting the view that religious symptoms do not represent a generally 
more severe variant of OCD compared to other types of obsessions and compulsions. 
Most of the measures used were shown to have good reliability and validity. 
However, the PIOS has only been shown to have adequate psychometric properties 
in nonclinical samples and has not been studied in clinical groups. This assesses 
scrupulosity in the context of OCD and the findings of the study rely heavily on it for 
looking at relationships with other variables. Any associations or lack thereof need to 
be seen in the context of this measure’s unproven validity when looking at clinical 
samples. The authors themselves note further limitations of the study in that by using 
primarily self-report assessment measures the relationships between variables may 
have been inflated.
Another study found a similar lack of association between scrupulosity and 
compulsions. Tek and Ulug (2001) aimed to explore the relationship between 
religiosity, religious obsessions and other clinical characteristics of OCD by 
comparing patients with and without religious obsessions on a number of measures, 
including one developed specifically for the study (the Religious Practices Index 
(RPI)). They found that patients who have a variety of obsessions are more likely to
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also have religious obsessions. They concluded that the number of different types of 
obsessions is a good predictor of the presence of religious obsessions whereas 
compulsions are not such a predictor. As such, patients with religious obsessions are 
likely to represent a predominantly “pure obsessive” group among OCD patients. 
Patients with religious obsessions otherwise had largely similar clinical 
characteristics to those without, though the religious obsessions group were younger. 
The sample used in this study was small (n = 45) and comprised only of Muslim 
participants so it is not clear whether the findings would be replicated in a larger 
more diverse sample. The authors recognise that they were unable to control for 
sampling bias towards more chronic and complicated cases which may have 
influenced the results. Furthermore, though efforts had been made to make the RPI 
(developed for measuring religiosity) as objective as possible to be adaptable to 
different religions it had not been tested in the community from which the sample 
was derived. The authors admit that religiosity is difficult to measure and given that 
population norms were unavailable the inferences that can be drawn from the results 
are limited.
The studies discussed above indicate that more sensitive measures of scrupulosity, 
religiosity and the types of neutralising behaviour that might be seen in scrupulosity 
need to be developed. Another study that did not look at correlations between 
symptoms to compare OCD and scrupulosity instead concentrated on how both 
respond to medication. In their study to examine the use of serotonin uptake blockers 
in the treatment of patients with scrupulosity Fallon, Liebowitz, Hollander and 
Schneier (1990) concluded that scrupulosity is similar to OCD in clinical properties. 
No significant difference was found between scrupulous patients and nonscrupulous
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OCD patients in their response to fluoxetine treatment. They also report that the 
response rates in their sample are similar to those reported in the OCD literature for 
clomipramine and fluoxetine. However, the sample used in this study was very small 
(n = 10) and there was some variation in the treatment that participants received. 
There was no control group nor was compliance among the sample proven so we 
cannot be sure that participants always took the medication as prescribed. This is 
important given the ego-syntonic nature of scrupulosity where individuals may feel 
ambivalence about wanting to reduce their symptoms and therefore taking 
medication. A more extensive study of how scrupulosity responds to medication is 
warranted given that individuals presenting with this disorder may be prescribed 
medication recommended for OCD.
Before scrupulosity can be treated at all it has to be distinguished from normal 
religious or cultural practice. Greenberg & Witztum’s (1994) study aimed, among 
other things, to discover whether obsessive compulsive symptoms appear in areas 
emphasised by a particular culture or religion and whether the form of obsessive 
compulsive behaviour is culturally consistent or recognisable as unusual. This study 
used open interviews with 34 patients referred to a Community Mental Health centre 
in North Jerusalem to obtain detailed accounts of obsessive compulsive symptoms. It 
found that OCD symptomology did not present in all areas of religious life and areas 
of ritual behaviour that were the focus of obsessive compulsive symptomology were 
typical of OCD rather than being central to Jewish ritual practice. The authors claim 
that if the religious context of the symptoms of the sample was ignored, in all the 
cases of religious symptoms these could be reclassified as concerning the main topics 
generally noted in OCD, i.e. concerning dirt, orderliness, aggression and sex. The
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compulsive behaviours found among patients with religious symptoms are consistent 
with the findings of studies among OCD patients in other populations. This sample 
was made up of entirely Jewish participants, 56% of whom were ultra-orthodox 
(though this was not over-representative of the area from which the participants were 
recruited). While generalizability of the findings is limited by this they indicate that 
scrupulosity can be identified by its similarity to OCD symptoms regardless of the 
religious or cultural setting. The paper does not describe the method of analysis used 
to glean their results from the open interviews conducted so it is difficult to judge the 
robustness of the method and the weight of the conclusions.
As well as understanding how scrupulosity is similar to OCD in its presentation, it is 
important to consider how it is experienced by the individual. Greenberg & Shefler 
(2002) aimed to compare the experience of religious and non-religious symptoms of 
OCD among ultra-orthodox Jewish patients with OCD. The authors found that 
participants did not experience their religious symptoms differently from their non­
religious symptoms based on components of the International Classification of 
Diseases (ICD-10) and Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV) definitions of OCD such as distress, resistance, illogicality and hours 
spent daily. The sample did not report recognising religious symptoms later than 
non-religious symptoms and the non-religious symptoms were described as more 
similar to religious values and practices than the usual concerns or behaviour found 
in the OCD literature. This contrasts with the findings of the Greenberg & Witzum 
(1994) paper described above but may be explained by the ego-syntonic nature of 
religious obsessions and individuals not wanting to see them as a sickness. 
Participants also reported three times as many religious symptoms as non-religious
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symptoms. The sample used in the study was relatively small (n = 28) and was made 
up entirely of ultra-orthodox Jewish patients so may not be transferable to other 
religious groups. The method of data analysis is not described in the paper and so 
again it is difficult to ascertain the quality of the findings.
The papers reviewed above suggest that scrupulosity is associated with obsessional 
symptoms and a greater number and variety of obsessional symptoms predict the 
presence of religious obsessions. However, religious symptoms in OCD are not 
associated with a more severe presentation of OCD. In fact patients with religious 
symptoms have very similar other clinical characteristics to those without and would 
appear to respond similarly to medication (though only one study examined this 
area). There is some variation in the literature in findings around compulsive 
behaviours among patients with religious obsessions. However, as noted by Nelson 
et al (2006), measures usually used to assess compulsions may not be sensitive to the 
types of checking and neutralising behaviours that might be expected amongst 
scrupulous patients so it is unclear whether any of the studies that have examined this 
have accessed pertinent data about compulsions in this group. The evidence in this 
area is limited and based on small samples with limited variability in religious groups 
studied. Next, the review considers evidence for the similarity of cognitive biases 
seen in religious and non-religious OCD.
Cognitive biases in scrupulosity
A number of studies looked specifically at the domain of cognitions when examining 
scrupulosity and its relationship to OCD. Nelson et al. (2006) found that scrupulosity
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was moderately associated with multiple cognitive biases which are proposed in the 
cognitive model to underlie the development of obsessional symptoms. These 
include moral thought action fusion (TAP), where the individual believes that 
thinking about an action is the equivalent of carrying out that action, overestimation 
of the importance and need to control intrusive thoughts and inflated perceptions of 
responsibility for harm. This is supported by Siev, Steketee, Fama & Wilhelm (2011) 
in their paper examining the association between sexual, religious and contamination 
obsessions and obsessional cognitive styles. The study concluded that religious 
obsessions may be associated with distinct cognitive processes and clinical 
characteristics as they were shown to be independently predicted by both increased 
beliefs about the importance and control of thoughts and inflated responsibility 
appraisals and threat estimations. No significant relationship was found between 
perfectionism and intolerance of uncertainty and religious obsessions. However, it 
may be that the effect is smaller and harder to detect in the small sample (n = 38). 
The authors note that they had too few participants to categorise them on the basis of 
their primary obsessional presentation which may have limited the strength of the 
study. The sample was made up of 95% Caucasian participants so lacks ethnic 
diversity and information about the religious affiliation of participants is not given so 
it is not known if the sample is diverse in this respect.
If, as it appears, religious obsessions are connected to specific thought biases it 
would helpful to see how these may overlap with other disorders where thoughts are 
problematic. In a study looking at how cognitive distortions in OCD may have 
similarities with psychosis, Tolin, Abramowitz, Kozac & Foa (2001) examined the 
relationship between overvalued ideation, magical ideation and perceptual aberration
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with types of obsessions and compulsions in patients with OCD. Their findings 
around religious obsessions were of particular interest. Participants completed a pack 
of self-report measures and were then interviewed by a clinician experienced with 
OCD. The study found that individuals with primary religious obsessions scored 
higher on fixity of belief, magical ideation and perceptual aberrations than those with 
other primary obsessions. The authors suggest that OCD patients with religious 
obsessions may be more likely than other patients to experience poor insight and 
disturbances of perception and thought. Though the sample used in this study was 
large (n = 395), it was made up of 92% Caucasian participants. The use of self-report 
measures and a clinical interview mitigates criticisms aimed at other studies for 
having only a single method of assessment ensuring more reliable data. Mainly 
standardised measures were used and interrater reliability or internal consistency is 
stated for those that were not standardised with the exception of the PAS (Chapman, 
Edell & Chapman, 1980), used to measure major distortions in the perception of 
one’s surroundings and one’s own body. The authors decided to examine medians 
rather than means as they claim this method provides a more accurate representation 
of the sample. However, as the author notes this means it is not appropriate to 
compare the medians of this sample to the means of other samples and therefore 
cross study comparisons become hindered.
There is agreement in the literature that specific cognitive biases appear to be 
prevalent in those with predominantly religious obsessions. Furthermore there 
appears to be some overlap between the cognitive distortions found in psychosis and 
scrupulosity. These findings have implications for treating scrupulosity as any 
cognitive restructuring work would need to focus on particular thinking errors. The
106
findings by Tolin et al (2001), which they suggest indicate that patients with 
religious obsessions have less insight, are particularly relevant when considering 
individuals’ conception of their symptoms and motivation to engage in treatment and 
link to the ego-syntonic nature of scrupulosity. Having ego-syntonic thoughts and 
doubts about morality is a feature of OCPD and so this is an area of pertinence when 
considering scrupulosity and how it should be treated which will now be discussed.
Features of OCPD in scrupulosity
An additional aim of the Siev et al (2011) study discussed earlier was to examine the 
association between religious obsessions and OCPD traits and schizotypal 
personality traits. The Personality Diagnostic Questionnaire-4^ Edition (PDQ-4) was 
used to measure personality traits in patients with OCD. The study found that 
religious obsessions were significantly associated with higher OCPD scores and that 
those who met the threshold for OCPD on the PDQ-4 experienced greater frequency 
and distress from religious obsessions than those who scored below threshold. The 
association found between religious obsessions and OCPD is relevant because OCPD 
differs from OCD in that thoughts and actions are experienced as consistent with the 
self-image and world view of the individual (Hembree, Foa, & Kozac, 1994). If 
someone’s symptoms are ego-syntonic they are less likely to seek help and accept 
treatment so this aspect of scrupulosity is particularly relevant to the treatment 
challenges. As discussed earlier, the study used a small sample lacking in diversity. 
Further to these limitations, the authors note that the psychometric properties of the 
PDQ-4 have not been extensively studied and analyses of personality traits should 
not be treated as clinical diagnoses but as indicating elevations in particular
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personality traits. The apparent association between religious obsessions and OCPD 
traits is not mentioned anywhere else in the papers considered for this review and so 
would merit further investigation, particularly given its relevance to treatment 
challenges.
Scrupulosity in the context of religious belief
The literature has shown that scrupulosity shares clinical features of OCD indicating 
that CBT treatment may be appropriate. However, religious obsessions are integrally 
linked with the individual’s belief system so the review now examines research that 
investigates the types of beliefs that scrupulous individuals have about the role of 
God and religion in their lives.
Several studies have examined how individuals with scrupulosity conceptualise and 
relate to God and religion. Al-Solaim et al (2011) interviewed 15 young Muslim 
women with a diagnosis of scrupulosity in Saudi Arabia about their experiences of 
the illness and the role of religion. The women expressed a sense of guilt and failure 
around committing acts that they perceived as religiously unacceptable (such as 
listening to music), which had a negative impact on their self-esteem. Positive self­
esteem was associated with compliance with the teachings of Islam. Religion was 
seen as the main way of coping with and making sense of OCD symptoms, 
particularly the use of prayer as a way of coping with stress. The women understood 
the teachings of Islam in a very rigid way and had high expectations of themselves 
and others to be perfect Muslims. This extreme manifestation of usual or accepted 
behaviour is typical of OCD. Only written records were available from the interviews
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due to the inappropriateness of recording in such a conservative society. The 
interviews were then translated from Arabic to English before being analysed using a 
grounded theory approach. It is possible that some meaning could have been lost in 
translation but several of the findings of the study are supported elsewhere in the 
literature. The rigid view of religion among individuals with scrupulosity was also 
expressed by the participants of a study which looked at the way in which Catholic 
priests conceptualise scrupulosity (Hepworth et al, 2010). The core concept 
identified in this grounded theory analysis was “a rigid and fearful view of self, God 
and world”. Priests interviewed understood a strict religious and parental upbringing 
in childhood as contributing to the forming of an authoritarian view of God and a 
restrictive view of religion and spirituality. These views are consistent with the types 
of belief systems found in non-religious OCD.
The Al-Solaim et al (2011) study identified religious symptoms as being most 
disturbing for participants because they interfered with their relationship to God. The 
idea of symptoms impeding the relationship with God and religious observance is 
supported by Siev, Baer & Minichiello’s (2011) study, which aimed to examine the 
experience of scrupulous individuals, particularly around conceptions of God and 
perceptions of symptoms as interfering or facilitating the relationship with God and 
religious observance. The study involved patients with OCD who were either 
scrupulous or non-scrupulous who completed questionnaires examining clinical and 
religious characteristics. The study found that 70% of the scrupulous participants 
said their symptoms interfered with their relationship with God or religious 
observance compared with only 32% of the non-scrupulous group. However, 
approximately a fifth of both groups said that their symptoms facilitated their
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relationship with God or religious observance. A positive association was found in 
the scrupulous group between severity of symptoms and a more negative concept of 
God, which supports the rigid idea of God and religion identified above (Al-Solaim 
et al, 2011; Hepworth et al, 2010). The Siev et al (2011) study benefited from a large 
sample and groups were matched for age, gender, race, education and religious 
affiliation. The authors controlled for the possibility that the online recruitment of 
participants may have allowed the recruitment of individuals who did not meet the 
criteria for OCD by re-running the analysis including individuals above a cut-off 
point on the OCI-R. This measure does not provide absolute diagnostic accuracy but 
the conclusions of the study appear robust, especially as they are supported by the 
other studies cited.
Siev et al (2011) found that their scrupulous group was more religious than the non- 
scrupulous group although 18% of the scrupulous group reported having no religious 
affiliations. Hermesh et al (2003) investigated whether there is a connection between 
intensity of OCD pathology and degree of religiosity. They did not find a correlation 
between these variables. Nor did they find a correlation between degree of religiosity 
and content of central obsessions.
The literature suggests that individuals with scrupulosity have a rigid and severe 
view of God and religion and there appears to be a positive relationship between 
severity of symptoms and a more negative view of God. In the majority of cases 
scrupulous individuals see their symptoms as interfering with their relationship with 
God, though there is still a reasonable proportion of scrupulous individuals who see 
their symptoms as facilitating their relationship with God. There does not appear to
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be a link between degree of religiosity and severity of OCD symptoms among 
individuals with religious obsessions. Indeed a surprising proportion of the 
scrupulous individuals who took part in Siev et al’s (2011) study had no religious 
affiliations at all. This is may be explained by the idea that religion becomes an arena 
for expressing OCD in patients with scrupulosity with a restricted view of what is 
permissible rather than having a causal link posited by several of the papers reviewed 
(Al-Solaim & Loewenthal, 2011; Fallon et al., 1990; Greenberg & Witzum, 1994; 
Greenberg & Shefler, 2002; Hepworth, Simonds & Marsh, 2010; Tek & Ulug, 2001). 
A restricted view of the self in terms of beliefs about thought control, perfectionism 
and responsibility for harm is also common in non-religious OCD. Little has been 
said up to this point in the review regarding the causal role of religion. It is only 
possible to investigate correlations between religion and other variables so causality 
cannot be implied or denied categorically. However, several studies have proposed 
that religion may be a context rather than a causal factor when it comes to 
scrupulosity.
Help-seeking and support
The way in which individuals conceptualise God, religion and religious OCD is 
likely to have an impact on whether and from whom they seek help. Several studies 
have examined the different areas of support that scrupulous individuals may 
explore. The literature suggests that scrupulous individuals are more likely initially 
to seek help or guidance for their religious symptoms from their religious leaders 
(Al-Solaim et al, 2011; Greenberg et al, 2002; Siev et al, 2011). How these religious 
leaders understand scrupulosity is likely to affect the usefulness of their
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interventions. Hepworth et al (2010) examined scrupulosity from the perspective of 
Catholic priests. The core concept was identified as “a rigid and fearful view of self, 
God and world”. A key theme to emerge in relation to this was “Restoring a more 
balanced view of the self-religious relationship”, which reflects how priests feel they 
are able to help scrupulous individuals. Participants discussed the importance of 
building a supportive relationship with the scrupulous individual in which they could 
challenge and change their scrupulosity by promoting a healthier experience of 
religion and the church. While some priests found that the scrupulous individual 
would be more likely to listen to them as a result of their authority, others worried 
that this risked leading to scrupulous adherence to the priest’s wishes. Scrupulous 
individuals’ need for reassurance was seen as a threat to the supportive relationship 
with the individual potentially going from priest to priest to attain reassurance. 
Priests also discussed the use of scriptures and sacraments as a way of religiously 
educating individuals, including instructions about prayer and avoiding focusing on 
sin, as a way of challenging the fearful world view. The study included eleven 
Catholic priests though only six of these had direct experience of working with 
scrupulous individuals and the sample was limited geographically to the South of 
England. The data collection and analysis is described with transparency and the 
grounded theory method appears to be appropriate in answering the research 
question. The authors note that those who agreed to participate in the study may have 
different perspectives to those who did not and as such the model developed will 
reflect this. However, the study is rich in data about the specific phenomenon 
investigated and suggests that Catholic priests reflect sensitively on the difficulties 
experienced by scrupulous individuals and their own challenges in helping those 
individuals deal with their difficulties. The authors recognise that further research
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into different faith groups and the perspectives of people with scrupulosity 
themselves is needed.
The priests who participated in Hepworth et al’s (2010) study were concerned that 
they lacked the skills for dealing with the obsessive thinking expressed by scrupulous 
individuals and recognised the need for professional psychological help with this. 
They would suggest this to the individual but raised issues of consent and 
confidentiality as barriers to making referrals. (Further barriers to the uptake of 
treatment will be discussed in more depth below). The priests suggested one way of 
overcoming some barriers to treatment would be to use religious therapists to work 
with scrupulous individuals. This idea is supported by participants of Al-Solaim et 
al’s (2011) study who said that religious knowledge among mental health 
practitioners was important
Siev et al (2011) found in their study comparing the experiences of scrupulous and 
non-scrupulous sufferers of OCD that the scrupulous group were more likely to have 
sought pastoral counselling and less likely to have received medications for OCD but 
equally likely to have engaged in CBT. The authors found no group differences in 
perceived improvement for each type of treatment (CBT, medication and pastoral 
counselling). The results indicate that though scrupulous individuals are less likely to 
seek professional mental health treatment than faith-based help, if they do engage in 
treatment they do not differ from non-scrupulous individuals in the improvements 
they perceive in their symptoms, regardless of the type of treatment used. 
Participants rated on a 7 point scale how much improvement they perceived from 
each type of treatment. For all types of treatment the mean scores on this scale were
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low, indicating that neither group found any of the treatment types particularly 
helpful.
Greenberg et al (2002) found that among ultra-orthodox Jewish patients diagnosed 
with OCD, religious symptoms were more likely to be brought for guidance to a 
rabbi than a mental health expert. However, six of the twenty-eight participants said 
that they first sought help from a mental health expert. Those with religious 
symptoms who did engage with mental health treatment preferred medication over 
behavioural therapy. These findings should be seen in the light of the fact that the 
sample comprised people who had sought help from a psychiatrist, indicating that 
they see their problems as within the domain of mental health. This raises the more 
general issue of the difficulty of capturing the views of those who do not see their 
symptoms as a problem, particularly a mental health problem, and this will be 
discussed further below.
Attitudes within the community in which scrupulous individuals may wish to seek 
help may affect how and from whom they do this. Pirutinsky, Rosmarin & 
Pargament (2009) studied the attitudes of Orthodox Jews to scrupulosity by 
comparing the responses of groups given one of two vignettes either describing 
religious or non-religious OCD. They conclude from their results that though 
participants were equally likely to perceive both vignettes as mental illness, they 
were less likely to endorse psychological/medical explanatory models and help- 
seeking in relation to religious OCD. As such Orthodox community attitudes towards 
scrupulosity differ from attitudes towards nonreligious OCD, a difference the authors 
see as not unique to Orthodox Jews. Although a large sample (n = 169) was used and
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the groups did not differ in terms of age, gender and religious affiliation, the overall 
sample included twice as many women as men, which may have affected the results 
due to possible gender differences in attitudes towards religion and mental health 
disorders, particularly in an orthodox society where these differences are likely to be 
magnified. The study also found that participants expressed greater stigma towards 
the figure in the religious vignette than the non-religious one. Stigma was measured 
using a scale previously used to measure social distance by assessing willingness to 
socially engage with a hypothetical individual with mental illness, using questions 
such as “How willing would you be to spend an evening socialising with [the 
character in the story]?” (Link, Phelan, Bresnahan, Stueve & Pescosolido, 1999). 
Whether reluctance to spend an evening socialising with someone implies stigma is 
questionable as there could be other reasons for such reluctance.
A similar study by Rosamarin, Pirutinsky & Siev (2010) investigated whether 
religious factors are related to community recognition of mental illness when 
symptoms are religious in nature. They used the same religious and non-religious 
vignettes as those used in Pirutinsky et al’s (2009) study to access the views of 
Orthodox and non-orthodox Jewish participants. The study found that Orthodox Jews 
were equally likely to recognise and recommend professional treatment for religious 
and non-religious symptoms of OCD. Non-orthodox Jews were less likely to 
recognise and recommend treatment for scrupulosity as compared to non-religious 
OCD. The authors speculate that these findings may indicate that Orthodox Jews 
have greater awareness and sensitivity to normal religious practices due to their strict 
adherence to religious laws and it is therefore easier for them to identify scrupulosity 
than it is for non-orthodox Jews who are less familiar with normative Orthodox
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religious practices. The authors suggest that the implications of this finding are that 
general familiarity with religion may serve as a necessary context for understanding 
scrupulosity. The vignettes used in the study were validated by Orthodox and non­
orthodox published psychology researchers, although, as with the Pirutinsky et al
(2009) study, the sample comprised more than twice as many women as men and in 
this study 75% of these were Orthodox Jews, leaving a relatively small number of 
non-orthodox participants.
The findings of Rosmarin et al’s (2010) study suggest that while scrupulosity may be 
relatively easily identified when it occurs amongst a strict religious community, it is 
harder to recognise in other communities. Therefore, Rosmarin et al (2010) highlight 
the importance of assessing for social isolation, social withdrawal and stigma when 
assessing this disorder. Hepworth et al (2010) also identify isolation as a potential 
danger for scrupulous individuals and Al-Solaim et al (2011) report that most of their 
participants experienced difficulties in their relationships with their family and 
friends due to their rigid interpretation of the teachings of Islam and resulting high 
expectations of themselves and others to be perfect Muslims.
The literature suggests that scrupulous individuals will seek help first from their 
religious leaders. The Hepworth et al (2010) study gives a good insight into how 
Catholic priests understand scrupulosity but highlights the need for research into 
other faith groups. The priests recognised that often scrupulous individuals presented 
with problems that were beyond the priests’ area of expertise and professional help is 
needed and religious knowledge among mental health practitioners is seen as 
important. When scrupulous individuals do engage in mental health treatment there
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seems to be some variation in the literature on what type of treatment they prefer and 
this may be an area where further research is needed. The studies reviewed lacked 
access to participants who do not come forward to seek help and while this group is 
likely to be very difficult to access, their views would enrich the information 
available greatly and may give a much better understanding of the difficulties 
scrupulous individuals may have when they want to seek help.
Treatment challenges
While there are barriers to individuals seeking help, there are also significant barriers 
to treating people once they have sought help. Much of the literature concerns itself 
with understanding these barriers. Firstly, aspects of the condition of scrupulosity 
and concerns of the individuals experiencing it are discussed. One of the key features 
distinguishing scrupulosity from OCD is its ego-syntonic nature, as described by 
Hepworth et al (2010). Priests interviewed in this study recognised that scrupulous 
individuals would not necessarily see their symptoms as a problem. This lack of 
insight poses a serious challenge to any intervention, whether by a spiritual leader or 
health care professional. The participants of this study further identified a fear among 
scrupulous individuals that any treatment they undergo may make them less religious 
or reduce the depth of their faith. This is supported by the results of Al-Solaim et aTs 
(2011) study, which found that religious factors are important in determining the 
acceptability of treatments and treatment providers, suggesting that participants 
would only engage in treatment which does not threaten their strict interpretation of 
compliance with the teachings of Islam. These are issues which could endanger 
therapeutic engagement and jeopardise successful treatment. Siev et al (2011) found
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that while most of their participants with religious obsessions found that their 
symptoms interfered with their relationship with God or religion, a fifth of these 
participants said that their symptoms facilitated this relationship. The authors of the 
study note that holding this belief is likely to threaten motivation to engage in 
treatment. Siev et al (2011) and Tolin et al (2001) suggested that their findings in 
relation to religious obsessions could pose challenges to treatment though neither 
paper discusses in more detail what these challenges might be. Siev et al. (2011) 
found an association between religious obsessions and OCPD traits and Tolin et al 
(2001) found that patients with religious obsessions may be more likely than other 
patients to experience poor insight and disturbances of perception and thought. Lack 
of insight and the ego-syntonic nature of scrupulosity (which links it to OCPD) are 
likely to prevent individuals from seeking treatment and in fact may make them 
actively resist treatment if they see it as threatening their religious integrity. Research 
into modifications of treatment to account for these aspects of scrupulosity is needed 
to overcome these barriers.
Other papers consider some external factors that may pose challenges to treatment. 
Priests interviewed in the Hepworth et al (2010) study identified a lack of clarity 
about service delivery pathways for individuals with scrupulosity making it more 
difficult for individuals to find help if they want it. This paper also discusses the 
social isolation that scrupulous individuals may experience. Rosmarin et al. (2010) 
highlight in particular social isolation, social withdrawal and stigma as barriers to 
treatment. Some papers have discussed potential failings on behalf of therapists 
working with scrupulous individuals that threaten treatment outcomes. Tek et al 
(2001) highlight the possibility that the condition could be underdiagnosed in certain
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cultures especially if scrupulous individuals do not report some of their religious 
symptoms. Rosmarin et al (2010) argue that if a therapist is unable to ascertain where 
normative cultural behaviour ends and OCD begins treatment is likely to be 
compromised. The authors of this paper maintain that motivation to engage in 
treatment could be threatened if a scrupulous patient thinks that their symptoms are 
perceived as normative religious behaviour by a therapist who does not understand 
their religion. This supports the idea that a religious therapist, or at least a therapist 
educated in the religious practices of the scrupulous patient is preferred (Al-Solaim 
et al, 2011; Hepworth et al, 2010; Pirutinsky et al, 2009).
Difficulties in the implementation of specific treatments were discussed by two 
studies. In support of the idea discussed by Hepworth et al (2010) that religious 
symptoms are not ego-dystonic for patients with scrupulosity, Nelson et al (2006) 
argue that scrupulous patients have difficulty accepting and adhering to exposure and 
response prevention (ERP), currently considered the most effective treatment for 
OCD (Kozak & Coles, 2005) because it involves the patient tackling head-on 
thoughts and situations that they perceive to be sinful. This may explain Greenberg et 
al’s (2002) findings that those with religious symptoms who did engage with mental 
health treatment preferred medication over behavioural therapy. Mataix-Cols, Marks, 
Greist, Kobak & Baer (2002) have considered this from a different perspective by 
investigating whether previously identified OCD symptom dimensions are associated 
with treatment compliance and response to behaviour therapy (which includes ERP) 
for OCD. They conducted a randomised control trial of computer- versus clinician- 
guided behavioural therapy for OCD which included 153 OCD patients. Their
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findings in relation to religious symptoms suggest that higher scores on the 
sexual/religious obsessions factor predicted poorer outcome with ERP.
In summary, treatment challenges may occur because the scrupulous individual may 
not consider their symptoms a problem and moreover may view therapy designed to 
reduce those symptoms as a threat to their religious integrity. This has implications 
for the likelihood of specific treatment models being effective without modifications. 
Furthermore, therapists without knowledge of normative religious practices could 
exacerbate patients’ concerns and fail to respond appropriately to a religious 
presentation of OCD due to a lack of understanding of what constitutes healthy 
religious observance in a particular culture. Some ways of tackling these challenges 
have been suggested in the literature, such as collaborative working between spiritual 
leaders and mental health practitioners (Hepworth et al, 2010) and family members 
(Rosmarin et al, 2010), awareness among clinicians of cultural and religious 
normative practice to enable a distinction between these and scrupulosity (Al-Solaim 
et al, 2011; Greenberg et al, 1994; Hepworth et al, 2010).
Discussion
The literature suggests that scrupulosity is a type of OCD characterised by religious 
or moral obsessions and certain cognitive biases which usually manifests in a 
religious context. Scrupulous individuals are likely to have a severe and rigid view of 
God and religion. There are a number of barriers to help-seeking, not least of which 
the ego-syntonic nature of scrupulosity, but where help is sought, it is usually 
initially elicited from a faith-based source. Where professional help is sought, the
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perception of religious symptoms as unproblematic among scrupulous individuals 
again presents a barrier, both in terms of engagement and in the effectiveness of 
recommended treatment types. Other challenges include patients’ fear of therapy 
reducing their faith and commitment to God or religion and lack of religious 
knowledge on behalf of the therapist.
The conclusions made in this review are based on an assessment of the evidence in 
the form of peer-reviewed published articles. The search criteria excluded studies 
where the sample was not limited to a clinical population or where participants did 
not demonstrate excessive religious observance. As such, data from studies that 
examined scrupulosity among the general public was excluded and may have 
contained relevant information. The review only included empirical peer-reviewed 
studies to the exclusion of case-reports and theoretical essays, which may have 
contained useful material.
The studies in this review have included discussion of three main faith groups, 
Christianity, Islam and Judaism but little has been said about other faith groups. Until 
wider reaching research that covers more faith groups has been conducted, any 
statements that can be made about scrupulosity must be limited in their 
generalizability.
Many of the studies reviewed were limited by sample size and lack of diversity. They 
also highlighted some methodological issues in accessing data about scrupulosity, 
such as the difficulty in measuring religiosity and the accuracy of self-report 
measures. Some of the measures used in the studies reviewed had not been tested in
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clinical samples or the populations in which they were being used raising issues of 
reliability and validity. In particular there are barriers to engaging scrupulous 
individuals in research, for the same reasons that they may resist seeking help or 
engaging in treatment.
Several areas have been identified where further research is needed. Further 
investigation into the association found by Siev et al (2011) between religious 
obsessions and OCPD could give important insights in improving treatment models 
for scrupulous individuals. This study also found that a significant number of 
scrupulous individuals had no religious affiliations. Other studies have not discussed 
this more surprising finding and it would be interesting to see whether it could be 
replicated in a different sample and what patterns of help-seeking are displayed by 
scrupulous individuals with no religious affiliation, given that most scrupulous 
individuals first seek faith-based guidance. The studies reviewed did not include 
investigations into modifications of current OCD treatment types for scrupulosity but 
this review has shown that such research is necessary given the challenges outlined.
Hepworth et al (2010) gleaned rich information about scrupulosity from the Catholic 
priests they interviewed. They suggest further research into the attitudes of religious 
leaders of different faith groups would be informative. They also posit the need for 
studies investigating the perspective of scrupulous individuals themselves. Al-Solaim 
et al (2011) have begun this work though it was limited to a very specific group and 
this is an underrepresented area that warrants further investigation, particularly as 
many people with scrupulosity may not access help of any form so the only way to 
understand their views is first hand. Although community attitudes to scrupulosity
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are discussed in several studies, this has been covered mainly from a Jewish 
perspective so there is room for further research into community attitudes amongst 
other faith groups.
A key area missing from the literature, and therefore a question for future research, 
is how families of scrupulous individuals conceptualise the disorder and how they 
may accommodate it. This could have implications for treatment and working with 
families to best support their scrupulous relatives. Symptom accommodation by 
families is a core feature of OCD and has been shown to correlate with poor 
functioning, rejecting attitudes towards the individual with OCD and several types of 
family stress (Calvocoressi, Lewis, Harris, Trufan et al, 1995). Furthermore it may be 
predictive of poor treatment outcome (Albert, Bogetto, Maina, Saracco, Brunatto & 
Mataix-Cols, 2010). No studies explicitly assess accommodation in families of 
scrupulous individuals but given the lack of insight demonstrated by some people 
with scrupulosity it is needed. Research could provide important insights into aspects 
of scrupulosity that may not be reported by scrupulous individuals themselves and 
how they might involve others in their religious practices.
Conclusion
The rigid view of God and religion and the ego-syntonic nature of scrupulosity mean 
that, despite its similarities in many respects to OCD, key differences in help-seeking 
behaviours and barriers to treatment exist. Scrupulous individuals tend to lack insight 
and do not experience their symptoms as ego-dystonic. Furthermore, they may 
perceive attempts to reduce their symptoms as challenging their commitment to God
123
or religion. These aspects of the disorder present significant challenges to treatment, 
particularly the current recommended treatment of ERP.
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SRRP: Service User perspectives on the experience of attending the Chronic 
Fatigue Syndrome Lifestyle Management Group. A focus group evaluation 
Abstract
Background
Chronic Fatigue Syndrome (CFS) is an incurable condition characterised by extreme 
fatigue, post-exertion malaise, sleep disturbance and a variety of other symptoms, 
commonly accompanied by mood changes and impaired concentration and memory. 
A specialist service in South East England running a Lifestyle Management Group 
(LMG) course required a service evaluation to understand how the course was 
meeting the needs of service users.
Method/Analysis
A focus group was conducted with fifteen service users in which participants were 
asked to evaluate the LMG and service as a whole. This was audio-recorded and 
transcribed verbatim and the data was analysed with thematic analysis using an 
essentialist, inductive approach at semantic level.
Results
Two main themes emerged from the analysis. The first, Impact on Fatigue, focuses 
on the intensity of the LMG course and its physical and emotional impact on 
participants whilst encompassing expectations about the course and ways to reduce 
the impact on fatigue. The second, Wanting More, takes into account positive aspects 
identified by participants, whilst also the suggestions they made for additional
134
content and improvements. It also includes their worries about the future and 
concerns about how GPs understand their condition
Conclusion
The key messages were that participants liked the course and found it useful but they 
wanted acknowledgement of its impact on their fatigue and made suggestions for 
reducing this. There was also the implication that the service could do more to help 
GPs improve their understanding and knowledge about the condition.
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Introduction
Chronic Fatigue Syndrome (CFS) is an illness characterised by extreme fatigue, post­
exertion malaise, sleep disturbance and a variety of other symptoms, commonly 
accompanied by changes in mood and impaired concentration and memory. The 
cause of CFS is unknown and there is no cure. The CFS service within an NHS Trust 
in South East England is a specialist service made up of a multi-disciplinary team 
(MDT) providing diagnosis and interventions for individuals with CFS. The service 
receives referrals from GPs from six primary care trusts.
NICE Guidelines recommend that specialist CFS services provide Cognitive 
Behavioural Therapy (CBT) and/or Guided Exercise Treatment. Because CFS is a 
chronic incurable condition in which symptoms naturally fluctuate, it is not 
straightforward to measure the effectiveness of an intervention. Many studies have 
concentrated on reduced symptoms as a measure of effectiveness of CBT for CFS 
but had mixed findings and have been criticised for their methods (Abbot, 2009). The 
CFS service aims to help people manage their symptoms better to improve their 
quality of life rather than specifically reducing symptoms. One of the treatment 
options available within the service is a Lifestyle Management Group (LMG) course. 
This comprises eight 2.5 hour sessions over eight weeks plus follow-up sessions at 
one, six and twelve months. The course combines psycho-education, CBT and 
activity-management.
The service is keen to find ways of improving patient experience. It was deemed that 
qualitative data was required to better understand the aspects of the service, 
particularly the LMG course, that were working and those that could be improved. A
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service evaluation would give the service rich information about service users’ 
experience, their expectations and whether their needs are being met. It also gives 
service users an opportunity to be involved in future service design and evidences to 
funding bodies that the service is responding to service users’ needs.
Focus groups offer a direct method of exploring service user experience from a 
number of different perspectives, particularly when there is a difference of opinion 
between the researcher and those with whom they need to work (Morgan, 1996). A 
focus group maximises the use of scarce resources because it can be carried out in 
one session but still captures the opinions of multiple people. It also enables rich data 
to emerge from the interaction of service users and differing opinions that can arise 
from this, which may not be possible in a series of 1:1 interviews. Furthermore focus 
groups may empower participants (Magill, 1993).
Thematic analysis was chosen as a method of analysis which would give a sense of 
predominant and important themes and a rich overall thematic description (Braun & 
Clark, 2006).
Research question
How do service users experience the Chronic Fatigue Syndrome Lifestyle 
Management Group?
Method 
Participants
• 15 participants, 5 male, 10 female.
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• Recruited from the CFS service
• Inclusion criteria: Completed all or part of the Lifestyle Management group 
course and in the follow-up stage of the programme. Approximately sixty 
individuals invited to attend (Appendix I shows letter of invitation).
Design
The research was a qualitative focus group study 
Measures/stim uli
• Participants who responded to the initial invitation were sent a further letter 
containing information about the focus group (appendix II), including topic 
guide.
• Participants completed a consent form and an audio recording consent form 
(appendices III and IV).
• The facilitator gave an introduction and a number of guidelines were 
discussed with the participants (appendix V) before the focus group began.
Procedure
The 1.5 hour focus group was conducted at the CFS service with a refreshment break 
half way through. It was facilitated by the researcher. The topics to be covered were 
written on a white board and covered in order with approximately ten minutes 
devoted to each. The facilitator used a more detailed topic guide with additional 
follow-up questions (appendix VI).
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The focus group was audio-recorded and this was transcribed verbatim with 
identifying information omitted.
Ethical considerations
• Participants were given adequate information about what their participation 
would involve to enable them to make an informed decision to consent.
• Identifying details were removed from the transcript to preserve anonymity.
e Personal information was stored separately on a password protected
computer.
• Efforts were made to reduce the impact on participants by including a 
refreshment break and making it clear that they could use the break to take 
time-out or use relaxation techniques.
Data Analysis
A thematic analysis of the data was conducted following the principles outlined by 
Braun and Clarke (2006). Certain decisions about how it would be conducted were 
made. An essentialist approach was selected as most appropriate in answering the 
research question to suit the more practical needs of the service. Analysis at semantic 
level was deemed to be most useful, rather than looking for more latent meaning. An 
inductive approach to identifying themes and linking them to data was chosen with 
themes emerging both as a result of prevalence and researcher judgement. The 
influence of the background and values of the researcher on the analysis was 
reflected on throughout the process with the use of memos to record reflections.
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The process of data analysis included familiarisation with the data leading to the 
generation of initial codes, which identified an aspect of the data which the 
researcher found interesting in answering some aspect of the research question. A list 
of codes and their respective data extracts was generated and arranged into a broad 
number of themes. The process of refining the themes involved repeated 
consideration of the data at the level of extracts, codes and themes and the 
relationship between each level. Thematic maps aided this process. An initial 
thematic map and a more developed version can be found in appendices VII and 
VIII. The refinement of themes involved a process of interpretation and organisation 
on behalf of the researcher. Once the themes had been adequately refined they were 
organised into a narrative. Inevitably this process is subjective and involves decisions 
on the part of the researcher that are influenced by her background and opinions. 
Although efforts were made to be as objective as possible, it was impossible to 
entirely escape the influence of the value-system and experience within which the 
researcher was working.
Results
Two main themes emerged from the analysis: Impact on Fatigue and Wanting More. 
Impact on Fatigue has three sub-themes, Intensity o f course. Expectations and 
Reducing impact o f fatigue. Wanting More has two sub-themes, From CFS Service 
and From GPs. Within the sub-theme From CFS Sei'vice are three further sub­
themes, Positives, Concerns, and Messages about CFS, the last of which is also 
linked to the sub-theme From GPs. The thematic map in appendix VIII illustrates 
this.
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The two top level themes have an interesting and at times almost contradictory 
relationship as participants identified ways in which they found the demands of the 
treatment they received from the service sometimes augmented their fatigue, whilst 
also indicating areas of deficiency on both the part of the service and the wider 
network, including GPs. The tension between the two themes lies in the idea of 
wanting less yet wanting more and this highlights the difficult position in which the 
CFS service finds itself in trying to balance the two.
Impact On Fatigue
This theme focuses on the intensity of the LMG course and its physical and 
emotional impact on participants whilst encompassing expectations about the course 
and ways to reduce the impact on fatigue. There is some overlap between sub­
themes.
Intensity of course
There was a general agreement among participants that the course was intense but 
also a sense that this was unexpected.
“I  know I  was really surprised at how drained I  felt afterwards. ”
Participants were able to go into detail about particular aspects of the course which 
they found especially fatiguing. The length of individual sessions was raised as an 
issue.
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“I ’d often feel my concentration going and coming back and going again. I ’d 
have to make the effort. ”
There was a suggestion that shorter sessions over a longer period would be better. 
However, not everyone agreed with this.
“I  quite liked the longer group because it was quite an effort to come to it 
and you thought well once you ’re here you kind o f got your money’s worth 
for your energy. ”
The issue of the times at which the sessions were held was also discussed but this 
produced little agreement about the best time.
“I  would say that we started a bit too early... I  think I  would have been able 
to concentrate better i f  we had done it in the afternoon. ”
“I  would have struggled with afternoon so I  was glad it was mornings. ”
Expectations
Some participants felt that they could have been better prepared for the extra fatigue 
if they had been given more warning before they started the course.
“I  wasn’t prepared for how physically or mentally tired I was going to be. ”
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Implied in this is a sense that the service was responsible for preparing people for the 
course and that more could be done to warn them about the exertion it would require.
“I  think you could manage that better because my expectations weren ’t that it 
would be so... er... so exhausting and it took me a couple o f sessions really to 
work out how to deal with it.. ”
Reducing impact of fatigue
Participants were keen throughout the focus group to highlight the aspects of the 
course that had helped them and this also applied to thinking about what had reduced 
the impact of the course on their fatigue. One participant highlighted the flexibility 
around staying for the whole session as particularly helpful.
“What was helpful was the knowing that you could come part way through a 
session i f  it really was a struggle. ”
Discussions also focused on questionnaire and form-filling. There was a general 
acknowledgement that these were important and needed to be done but that they 
were hard work.
“I  found all the form filling in the start... really tiring and quite sort o f  
stressful. ”
Participants discussed ways that these could be made less onerous.
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“Perhaps they could be simplified then, tailored to what we can do, just the 
bare minimum. ”
“Maybe if  there was like tick boxes or something. ”
The group also thought about other practical ways in which the impact on their 
fatigue could be reduced during the course. One area that was discussed was 
relaxation. This was generally seen as a helpful aspect of the course but its situation 
at the end of sessions was seen as less useful.
“Maybe i f  you had [relaxation] at the start or the middle we might actually... 
it might actually help us have that break and sort of... benefit more from the 
session itself. ”
Wanting More
Participants recognised many beneficial aspects of the course, as their discussion of 
relaxation indicates. The theme of Wanting More takes into account all the positive 
aspects identified by participants, whilst also the suggestions they made for 
additional content and improvements. It also encompasses their worries about the 
future and concerns about how GPs understand their condition.
From CFS Service 
Positives
Praise for the course was universal among participants.
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“I  found the course very helpful. ”
“It exceeded my expectations ”
This last comment also links to the main theme of Wanting More. Testament to their 
general opinion of its value is the sense that participants would have liked more input 
from the course and the course team because they found it useful. This idea arose in 
discussion of 1:1 sessions with the group facilitators.
“It would have been useful even i f  it makes the course a bit longer or yo u ’ve 
got more one to one, i f  somebody comes round and says “what are you 
actually doing here? Have you thought you could change that? ” and it would 
be more individual but practical’’
This sentiment was echoed in discussions around follow-up sessions where it was 
generally agreed that additional sessions would be appreciated.
“It was mentioned that... er... the sessions kind o f dropped off a cliff after 
our main one so should... maybe there could be a three month follow up or 
something? ”
Concerns
Besides indicating that the participants found the course useful, the idea of wanting 
more sessions may also reflect an anxiety among participants about finishing the
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LMG course and an end to their contact with the service. Several people shared their 
concerns about being discharged.
“I  think it’s hard to know what happens now we ve done the course and what 
else the service can provide ... what now and what else is there for us? ”
There were also concerns raised about what message being discharged sends out.
“Some o f the letters my GPs got... it makes it sound like you ’re completely 
fine now. So they kind o f think your fine, you can just go to work. ”
Messages about CFS
This links to the wider worries about the messages the service gives out about CFS 
and recovery as well as how the condition is generally understood outside of the 
service. Messages about recovery were generally mixed.
“Recovery means getting completely rid o f it and I  think the services are 
giving across the message, a negative message in the sense that there is no 
magic cure, you ’re not going to get better from this ”
“You’ve got to get better and i t ’s another pressure on you that yo u ’ve got to 
get better. ”
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From GPs
People were particularly concerned about the message given to GPs about CFS and 
recovery. Almost all participants indicated that they felt their GP did not adequately 
understand their condition.
“The service sends these quite detailed and good letters to the GP. My GP 
doesn ’t read them! I  had to find  by myself. The GP doesn ’t help me. ”
There was a sense of wanting more from GPs in terms of being less dismissive and 
educating themselves about the condition.
“I t ’s not all in your mind”
“What’s needed is better education for GPs. ”
There was also the sense that the service could take some responsibility for this.
“I  think it would be helpful i f  the service was a little more firm with the GPs 
and educate them a bit more. ”
Discussion
The two main themes, Impact on Fatigue and Wanting More, to some extent, give a 
mixed message and may imply an ambiguity among participants about what they 
want out of the service and wider network. On one hand it appears that they wanted 
to emphasise the cost to them of attending the LMG while on the other hand asking
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for more support. This may reflect the experience of having CFS and the challenge of 
having to strike a balance between what can be achieved and what is limited by the 
condition. It also highlights the challenge to services in catering for this ambivalence.
The study may be limited by several factors. The use of a topic guide helps a focus 
group to remain focused but there is a risk that the pre-planned topics control 
discussions and other useful information outside of their parameters may be lost. 
Further to this, the topic guide inevitably influences the analysis of the data as it 
affects the order in which it is presented and is in the researcher’s mind as she 
arranges the data into themes. It is also possible that the themes reflect the views of 
the more dominant members of the focus group but the voices of those who said less 
may have had less impact.
A researcher’s own values and experience necessarily have an impact on the results 
of any qualitative study. Having worked in the CFS service and formed opinions 
about the LMG and other aspects it was hard for me to remain objective. At times 
during the analysis I was aware of a defensiveness that I felt on behalf of the service, 
which despite my attempts to acknowledge and put it to one side may have impacted 
my analysis. In particular, I picked up a sense of helplessness from the participants 
and an expectation that things should be done for them rather than them doing things 
for themselves. The opinions I have formed from my work in the CFS service are 
likely to have affected my judgement to some extent when interpreting the data.
My work in the service may have further affected the study through the struggle in 
which I found myself engaged around conducting a methodologically sound piece of
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research and presenting a report that is tangibly useful to the CFS service. As such I 
presented a different version of the report to the CFS service, which I felt would be 
more helpful to them. Appendix IX shows the service’s acknowledgement.
Reducing such a rich body of data to a very small number of themes could be seen as 
overly reductive and simplistic and risking the loss of important and useful 
information. However, it enables the processing of a large, overwhelming body of 
data to produce something manageable and comprehensible. This may come at the 
cost of some aspects avoiding focus and can only be seen in the light of the 
researcher’s influence on the analysis. The key messages for the service to take away 
are that participants liked the course and found it useful but they wanted 
acknowledgement of its impact on their fatigue and suggestions for reducing this. 
There is also the suggestion that the service could do more to help GPs improve their 
understanding and knowledge about the condition.
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Appendix I -  Invitation to attend focus group
Dear
Invitation to attend a Focus Group
I am writing to invite you to take part in a focus group to evaluate the CFS service, in 
particular the Lifestyle Management Group, which you attended in the last twelve 
months.
Why take part in a focus group?
The aim of the focus group is to enable us to gain a better understanding of what 
aspects of the service were helpful and where we can make improvements from the 
perspective of someone who has experienced the Lifestyle Management Group. This 
would be a chance for you to give your opinion and help us to develop the service by 
giving us feedback. You can really have an impact on the future of the service and 
how it might benefit other people with CFS. It is also a good opportunity to hear the 
perspectives of other people who have been through the group.
When and where will the Focus group be held?
Date: Wednesday 18th July 2012
Time: 10.00 am -  11.30 am (including a refreshment break) 
Location:
Management Group sessions took place)
(where all Lifestyle
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Confidentiality
Everything discussed in the focus group will be treated as confidential. An audio­
recording of the discussions will be made and this will be transcribed but all 
identifying details will be anonymised. The original recording will be deleted once it 
has been transcribed. Taking part in the focus group will not in anyway affect your 
future treatment within the CFS service.
How to let us know you would like to take part
We very much value your opinion and would be extremely grateful if you could 
participate to help us make the CFS service even better. If you would like to 
participate please contact us in one of the following ways:
1. Return the slip at the bottom of this letter to CFS Service,
2. Email us at
3. Telephone
Many thanks for taking the time to read this letter. We look forward to hearing from
you.
Yours sincerely,
Trainee Clinical Psychologist
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Appendix II -  Follow up letter to participants
Dear
Re. CFS Focus Group
Thank you very much for agreeing to take part in the focus group to evaluate the 
CFS service. Below is some more detailed information about the day.
Date: Wednesday 18th July 2012
Timings:
9.45 am
11.45 am
Arrival and refreshment
10.00 am Begin focus group
10.45 -  11.00 am Refreshment break
End
Location:
Management Group sessions took place).
(where all Lifestyle
Topics for discussion:
Below are some topics that we would like to cover in the focus group. These have 
been included to give you the opportunity to think about them in advance but this is
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not essential and it is fine for you to turn up on the day without having prepared 
anything.
• The referral process
• Expectations before starting the Lifestyle Management Group
• Course content and structure
• Follow-up sessions
• Recovery
• Improving the service
Also enclosed is a consent form. Please read this thoroughly and if you are happy to 
do so, sign it and bring it with you to the focus group. I will have spare copies in case 
anyone forgets to bring the form.
Thank you again for agreeing to participate. Your help is greatly appreciated and will 
generate improvements in the service. I look forward to seeing you on 18th July. In 
the meantime, if you have any questions or find that you are unable to attend after 
all, please do not hesitate to get in touch by calling jjj^^H jjjj| on or
emailing
Yours sincerely,
Trainee Clinical Psychologist
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Appendix III -  Consent to participate form
Consent to participate in Service Related Research Project
❖ I consent to participate in the Service Related Research Project which 
involves taking part in a focus group to evaluate the CFS service’s Lifestyle 
Management Group.
❖ I understand that any identifying details about me will be anonymised in the 
research.
❖ I understand that I can withdraw my participation in the research at any time, 
with no adverse consequences to myself, and that this will not affect my 
future treatment with the service in anyway.
❖ I understand that this research may be used by the CFS service and/or 
University of J J | | .
❖ I would like to receive feedback on the outcome of the research:
YES U 
NO L!
N am e:........................................................................................................................
Signature:.........................................................................................................................
D ate:........................................................................................................................
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Appendix IV -  Audio-recording consent form
Audio/Visual Recording Service User Consent Form
This form must be used in conjunction with the Trust Audio Visual Recording Policy & 
Procedure and practitioners are responsible for ensuring compliance with the policy
Name of person being recorded:
Date: 18.07.12 Time: 10.00am -  11.45am
Type of recording (please tick) Audio I---- j Visual i----■
Lj l I 1__ 1
To whom will Practitioners Practitioners for Practitioners Practitioners
the recording be treating the training purposes for for Audit /
shown
(may be Trust
pajtimt □ assessment / 
Supervision
Research
practitioners or
practitioners at
partner
institutions e.g.
University)
If for any other purposes 
please state:
None
How will the recording be 
stored?
It will be stored on a password protected computer and 
will be transcribed verbatim. The recording and transcript 
will be kept for one year and will then be deleted.
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Date to be removed/destroyed July 2013
Removed on (please give date 
and sign)
Service User Consent (or 
person with parental 
responsibility)
I have read this form and consent to being recorded for the 
purpose(s) stated above. I understand that I can withdraw 
consent at any time and ask for recordings to be stopped or 
erased.
Service User Signature and 
Date
Signature: Date:
Clinician / Staff member
I confirm that to the best of my knowledge this consent 
has been given willingly and on an informed basis. I 
understand my responsibilities in relation to the recording 
process, storage and destruction.
Staff Name
Trainee Clinical Psychologist
Clinician / Staff Signature 
and Date
Signature: Date:
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Appendix V - Introduction and guidelines
Thankyou for giving up your time to come today. We really value your support. My 
name is [researcher] and I am a trainee clinical psychologist and I have been on 
placement in the CFS service since January.
We are here to get your views on the lifestyle management group. On the board are 
the main topics I’d like to cover and you should have received these in your letter 
already. Because we're quite pushed for time I will be moving us on when necessary 
to the next topic so I may need to interrupt you in order to do this.
Before we start there are some guidelines I'd like to run through quickly to help the 
focus group run smoothly.
Guidelines for focus group
Respect each other's views. All experiences are valid 
Speak one at a time 
Respect confidentiality
The focus group is about your experience of the service rather than your own 
experience of CFS/ME.
Feel free to take time out in the break and respect others if they decide to do so. 
Quick ice-breaker -  name and one interesting fact about you!
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Appendix VI - Detailed Topic Guide for facilitator
The referral process
• How did you find the referral process?
• Do you feel you were involved in decisions about treatment options within 
the service?
Before the starting the Lifestyle Management Group
• What were your initial expectations of the Lifestyle Management Group 
(LMG)?
- Were they met?
- If yes, how?
- If not, why not and how could it be improved?
- Did you feel prepared? What have made you feel more prepared?
Course content and structure
• How did you find the format and content of the course?
- What was missing?
• What did you think about the lengths of the group sessions and the length of 
the programme?
Follow-up sessions
• What did you think about the spacing of the follow-up sessions?
• What did you think about the content of the follow-up sessions? (for those 
who have attended these at this point)
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What could be done better re. follow-up sessions?
Recovery
• What messages do we give to service users about CFS and recovery?
- In what ways does the service help you achieve your own recovery goals?
General
* How could we improve the service?
• If there was one main message you would like us to give to GPs what would 
it be?
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Appendix IX- Letter of acknowledgement from CFS Service
Reply to: Chronic Fatigue Service
Hospitals
NtistràR
Tel
Direct Dial Tel
Typed: 25th October 2012
D e a r # # *
Service related research protect
Thank you very much ibr carrying out a focus group in our service to explore the views o f users
of the Chronic Fatigue Service. The team found your presentation on Thursday 13th September 
very interesting and it provided food for thought about changes we might make to the group 
programme and Service in general. We plan to use time on our away day in November to discuss
what to change and when to do it.
I was very impressed by how you carried out the project from start to finish. You very organised, 
professional and respectful during the process and the services users engaged fully with you. We
are looking forward to seeing the final report and receiving the executive summary which we will 
send on the patients involved.
Thank you again for carrying out this useful piece of work.
Best wishes
Dr
Consultant Clinical Psychologist
NHS Trust is now a totally smoke-free environment. This 
means that patients and visitors (as well as staff) will no longer be able to smoke on any hospital
premises, including hospital grounds.
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Appendix X -  SRRP Proposal
SRRP Proposal 
Project title
Service User perspectives on the experience of attending the Chronic Fatigue 
Syndrome Lifestyle Management Group. A focus group evaluation.
Background and rationale
Chronic Fatigue Syndrome (CFS) is an illness characterised by extreme fatigue, post­
exertion malaise, sleep disturbance and non-restorative sleep as well as a large 
variety of other physical symptoms. These symptoms are also commonly 
accompanied by changes in mood and impaired concentration and memory. The 
cause of CFS is as yet unknown and there is no cure. The CFS service within an 
NHS Trust in South East England is a specialist service made up of a multi­
disciplinary team (MDT) providing diagnosis and interventions for individuals with 
CFS. The service receives referrals from GPs from six primary care trusts across
A number of treatment options are available within the CFS service and these include 
1:1 Occupational Therapy (OT) sessions, 1:1 psychology sessions and a Lifestyle 
management group (LMG) course. The LMG comprises eight 2.5 hour sessions over 
an eight week period followed by follow-up sessions at one month, six months and 
twelve months. The course is psycho-educational and is run by members of the 
MDT, including those from nursing, psychology and OT and was developed with
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input from the whole team and as such offers service users a multi-disciplinary 
approach to managing their CFS and covers a combination of information and 
practical strategies. Ten to twelve service users attend each course.
The courses are well attended and drop-out rates are low. However, the CFS service 
is keen to find ways of improving patient experience. Patients complete a group 
evaluation questionnaire at the end of the LMG course and an audit of these was 
conducted in 2009 by a trainee clinical psychologist. This audit found that 
satisfaction was generally high among participants. However, the team wanted a 
more current evaluation of the service. While the audit had been useful, it was 
deemed that more detailed qualitative data was required to better understand the 
aspects of the service, and particularly the LMG course, that were working and those 
that could be improved. Such data and a subsequent action plan for improvements 
may also support the constant need for services such as the CFS service to evidence 
to trusts that they are making efforts to adapt and improve according to service users’ 
feedback and that they are putting service users at the centre of their work. As such it 
may aid any discussions about future funding for the service. Further to this, a 
service evaluation would give the service rich information about their experience, 
their expectations and whether their needs are being met. It also gives service users 
an opportunity to be involved in future service design.
Focus groups offer a direct method of exploring service user experience from a 
number of different perspectives. A focus group maximises the use of scarce 
resources because it can be carried out in one session but still captures the opinions 
of multiple people. It also enables rich data to emerge from the interaction of service
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users and differing opinions that can arise from this, which may not be possible in a 
series of 1:1 interviews.
Objectives
• To better understand service user’s experience of being referred to the 
Lifestyle Management Group, particularly how well prepared they feel for the 
group before it begins.
• To explore service user expectations of the service at various stages (referral, 
attending the course, follow-up sessions)
• To gain an understanding of what aspects service users find helpful and 
unhelpful about the Lifestyle Management Group and follow-up sessions
• To better understand how the Lifestyle Management Group helps people to 
meet their recovery goals and where improvements could be made in this 
respect
• To allow service users to contribute to service development by offering the 
opportunity for them to input into future service-design through their 
feedback
• To gain understanding of how the service as a whole could be improved from 
a service user perspective
Setting
The Chronic Fatigue Syndrome (CFS) service at a hospital in Surrey is the local 
multidisciplinary team (LMDT) and clinical network co-ordinating centre for people 
with chronic fatigue syndrome in the broad local area. Treatment is based on the 
management of symptoms to improve function and quality of life. A combined bio­
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psycho-social and cognitive behavioural therapy model is used to help service users 
manage their symptoms.
Data sources
The data will comprise the verbatim transcript of the audio-recording of a 1.5 hour 
focus group of 6-8 service users discussing a number of pre-prepared open questions 
about the CFS service, which they will have been sent in advance.
Procedures
i) Inviting participants
• All service users meeting the inclusion criteria will be invited by letter to 
attend the focus group. A copy of the invitation letter can be found in 
Appendix I.
• Inclusion criteria: Any service user who has completed all or part of the 
Lifestyle Management group course and who has not been discharged from 
the service, i.e. who is in the follow-up stage of the programme.
• Included in the invitation letter is a statement about confidentiality and 
anonymity (see Appendix I).
• The invitation letter requests that anyone interested in attending contact the 
trainee clinical psychologist or her supervisor by email or telephone by a 
specific date.
ii) Topic guide and focus group design
Questions to guide group discussion have been developed with the CFS MDT, with 
the aim of exploring service evaluation objectives. The questions are designed to be
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open to facilitate discussion and elicit service user opinions and experience. The 
questions can be found in Appendix II. This will be distributed to participants prior 
to the focus group to allow them time to think about the topics to be covered.
iii) Participant demographics
Information about patient demographics will be collected from a questionnaire that 
will be sent to those people who agree to participate. This will include questions on 
age, gender, ethnicity, length of time since attending the LMG, length of time 
participants have experienced CFS symptoms and what other interventions they have 
received.
iv) Running the focus group
• The focus group will be conducted in the group room jointly used by the 
CFS service and the Centre of Pain Education (COPE) at Sutton Hospital. 
This is the location at which the Lifestyle Management Groups are held 
so focus group attendees will be familiar with the environment and 
practical arrangements such as how to get there and parking facilities
• Attendees will be welcomed and offered refreshments before the focus 
group begins in order to facilitate a relaxed atmosphere.
• The focus group will be facilitated by the trainee clinical psychologist. A 
clinical psychologist will also attend to help manage any practical aspects 
of the group that may need attention.
• Attendees will be reminded of fire procedures and the location of 
facilities within the building.
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• The topics for discussion will be presented as an agenda on a flip­
chart/whiteboard to enable time-management and make sure all key areas 
are addressed.
• A refreshment break will be included in the agenda, the time for which 
will be agreed with the attendees
• The focus group will be audio-recorded using a voice recorder.
v) Confidentiality
The audio-recording of the focus group will be saved as an MP3 file on a password 
protected computer at the CFS service. The file itself will be password protected and 
will be deleted within a year of the evaluation. The transcript will be anonymised 
with service users being given participant numbers/names.
Analysis
Data from the audio-recording of the focus group will be transcribed verbatim. The 
transcript will be analysed using a thematic analysis approach within a realist 
paradigm. Themes within the data-set will be identified in an inductive, data-driven 
way at a semantic level. They will then be coded and analysed to give a sense of 
predominant and important themes and a rich overall thematic description (Braun & 
Clark, 2006).
Service-related implications
It is hoped that a number of recommendations for potential improvements for the 
service and the Lifestyle Management Group will come out of the focus group 
evaluation. These will be presented by the trainee clinical psychologist to the MDT
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and a discussion of the possible implementation of some of these recommendations 
and an action plan for delivery will follow. Feedback will be elicited from the team 
on how useful they have found the evaluation.
Name of University supervisor:
Name of Field supervisor:
Signature of trainee: Date: 23.05.12
Field Supervisor’s declaration: I  support the proposed project and methodology, and 
confirm that ethics/R&D approval is not needed/has been securedfor this project.
Signature of Field Supervisor: Date: 23.05.12
Final Reflective Account
Introduction
There have been many areas of development over the three years of clinical 
psychology training. I have chosen to focus on two main themes through which to 
reflect upon the experience: Confidence and Self-Understanding. These themes are 
closely linked and may overlap. Through their examination I aim to produce an 
account of my journey on clinical training and to use this to think about what 
qualifying means to me and what I will take with me into my future role as a clinical 
psychologist.
Confidence
Inevitably, as my skills and knowledge in psychological theory and practice have 
increased I have developed greater confidence in myself as a clinician and 
researcher. There are a number of areas, in particular, where I have noticed change 
across the three years of training in terms of confidence.
Tolerating uncertainty Beginning training was an anxiety-provoking time as so much 
was unknown and I felt that a lot would be expected of me. I was taken by surprise 
by how anxious I felt during the first month or so of the course. Due to what I now 
understand as my avoidant style of coping with anxiety, which involves not thinking 
about things until I am faced with them directly, I was unprepared for it. Many things 
were uncertain, from where the first placement would be and what it would involve 
to who the other members of the cohort were and whether I would get on with them. 
While a certain amount of anxiety in this situation would be natural, I found it 
difficult to tolerate and noticed that this manifested itself in a level of social anxiety
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that I had not experienced for many years. I felt that I had regressed and lost all the 
confidence that I had gained over the years. My feelings were mirrored in my 
Personal and Professional Development (PPD) group when, on one of the first few 
days of the course we began our first Problem Based Learning (PEL) exercise, which 
involved designing a presentation on “Relationship to Change”, for which we were 
given no more direction than the title. As a group one of the most difficult aspects of 
the task was to cope with the lack of structure and minimal guidance about the 
direction of the task. We were in a position of Unsafe Uncertainty (Mason, 1993), 
whereby we did not know what to do and did not feel safe in the not knowing. As a 
result we tried to increase our certainty by turning to research. However, we were 
dissuaded from this approach by our facilitator who pushed us back into uncertainty 
by suggesting that we were expected to be creative and not rely on research for our 
presentation. After some difficult sessions we were able to reflect as a group on why 
we were finding the task so difficult and begin to accept that we would never receive 
a clearer idea about what was expected of us and instead of fearing this we began to 
see how it gave us freedom to be imaginative and creative. Through these 
discussions we moved to a position of Safe Uncertainty (Mason, 1993). This was an 
important lesson for me in tolerating uncertainty and when I reflected on the 
experience for the first reflective account I began to understand how uncertainty is 
often the root of anxiety. Just being aware of this has reduced my anxiety in new 
situations but I have found using mindfulness techniques to help me to “sit” with the 
uncertainty have been particularly beneficial. I now look back on my early anxieties 
with compassion because it was a difficult time but having been through so much 
change over the last three years I feel very different about facing the next uncertain 
period of my professional life once I have qualified. I know it will be difficult but I
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feel that I am less likely to avoid the difficult feelings but will allow myself to 
experience them mindfully and therefore tolerate them better.
Tolerating uncertainty within clinical work has also been something I have had to 
learn. Before I began clinical training I had been working in an IAPT setting, where 
clinical work largely involved following strict protocols and so there were limited 
opportunities to experience real uncertainty in the work. My adult mental health 
placement in the first year of training was in a very different setting. My first client 
was a man who was living in supported accommodation in the community and who 
heard distressing voices. He was sceptical about psychological work and for several 
weeks my focus was on engagement and building a therapeutic relationship. 
Necessarily this work was unstructured and so I would go into the early sessions with 
only a vague idea of what we would cover. Initially I found this level of uncertainty 
very uncomfortable. I worried that I was not really doing “therapy” and that I would 
not know what to say. I discussed this in supervision and we explored the value of 
the work that I had already begun and the gradual change in the client’s attitude 
towards both me and our work together. We also discussed the futility of trying to 
enforce a strict plan of work with this particular client. Because my supervisor 
validated my concerns but also made me realise that what I was doing was 
therapeutic I became much more comfortable with the uncertainty. I still felt pangs 
of doubt but learnt to notice these in a non-judgemental way and reassure myself that 
I was doing the right thing. This work and the subsequent tangible improvements in 
the client’s quality of life massively improved my confidence in working in this way. 
I have built on this over the three years and now feel that I could go into any clinical 
situation with relatively little anxiety because I know I will be able to cope and the
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unknown of the situation is tolerable. This has been borne out in my first few weeks 
in my final placement in a medium secure forensic service. Having not had 
experience of working in a forensic setting I was unsure what to expect but knew that 
this client group is usually considered to be therapeutically challenging. In fact I had 
chosen this placement because of what I  had gained from my first placement and 
how I  had come to enjoy the work around engagement that I had found so difficult 
initially. Starting the forensic placement could have been very anxiety-provoking. 
However, while I was aware of feeling apprehensive about starting, I felt relatively 
relaxed and looked forward to meeting my first clients. I see this as being as a result 
of feeling confident in myself and my skills but also due to the fact that I am much 
less fazed by the uncertainty.
Assertiveness Similarly, as I  have grown in confidence in my skills and abilities as a 
clinician I have found that I  am able to assert my views more firmly. When I began 
training I  was very aware of all the things that I did not know and perceived my level 
of experience as very limited compared to other professionals around me. I was 
therefore wary of giving my opinions in meetings and particularly to those in 
positions of authority. This has varied depending on the attitudes of the professionals 
with whom I have worked. In one team there was a very dominant psychiatrist who 
would shout down those who voiced opposing opinions, which made it difficult for 
me to get a positive experience of being assertive. However, in other teams where 
there has been a more collaborative feel it has been easier to give opinions. As I have 
gained experience of consulting with other professionals and being able to use my 
psychological knowledge and formulation skills to increase teams’ understanding of 
clients I have grown in confidence. I have also been heavily influenced by my
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supervisors and how they tackle challenging situations with colleagues. I have learnt 
how not to behave from the example of a supervisor who alienated colleagues by 
using an aggressive manner to try to get her point across. More recently I have seen 
an example of assertiveness that I would like to emulate in the forensic setting where 
a psychologist calmly but firmly voiced her views about the inappropriateness of 
ECT treatment for a client, in the face of three psychiatrists who thought it was the 
best option. This is an area of ongoing development for me and I am aware of 
having to force myself to take opportunities where I can to practice appropriate 
assertiveness because as a qualified psychologist it will be very important to be able 
to hold my own with all other professionals, no matter what the power dynamic 
within the team. An inability to do this could be detrimental to the lives of my clients 
but would also be damaging for my sense of self and how others perceive me in a 
team. I feel that I am capable of doing this but know that I still find it uncomfortable. 
I have always found figures of authority slightly threatening and I think this comes 
from going to a very strict primary school run by nuns who would regularly use 
physical discipline. My increased awareness of how this may have affected me and 
my increased confidence in myself and my abilities continue to help me grow in 
assertiveness.
Formulations In terms of clinical skills, one area where I have particularly noticed 
that I have become more confident is in formulating. I remember before I began 
training finding it hard to grasp exactly what was meant by a “formulation”. It 
seemed that there was not one clear way of producing a formulation, and for 
someone with no experience of them, this felt uncomfortable -  I would have liked to 
have been given instructions. This clearly relates back to feeling uncertain about a lot
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of things at the beginning of training. It was only by practicing formulating with real 
(rather than theoretical) cases that I came to understand the importance and 
usefulness of formulations but also that there are many different ways to formulate 
and each clinician will develop a style that works best for them. At the beginning of 
my first placement my supervisor described her style as “integrative” and her 
formulations reflected this. The client group with whom we were working were very 
complex and so this approach allowed multiple aspects of their lives to be included. 
While I understood the rationale for this, I felt very daunted by it because I wondered 
how I could ever integrate different models if I lacked the knowledge and experience 
of using those! At that early stage of training the gulf of what I did not know seemed 
immense. However, through supervision, reading and practicing formulation it 
seemed to become less a mysterious practice that I did not fully understand and more 
a practical way of understanding things. I realised that it may take several sessions 
before it is possible to formulate, and even longer in some cases and that 
formulations are always dynamic and should be adapted to accommodate new 
information. This again involves having to tolerate uncertainty where there is a desire 
to formulate and create a treatment plan quickly and is something I have become 
used to and learnt to value. Having to provide detailed formulations in case reports 
has also honed this clinical skill for me and the good supervision that I received in 
my first placement that allowed me to think broadly about my clients and reflect this 
in supervision has influenced my style. I now feel confident that I have good 
formulation skills, which not only help me to understand my clients but can also be 
used to help the client understand themselves, and other team members to think more 
helpfully about a client. Formulating is something that I really enjoy and will form a 
key part of any future role as a clinical psychologist. Having worked with some very
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complex clients during training I find myself looking for opportunities to work with 
complexity which will allow me to work on formulations that require a lot of thought 
and let me use the skills that I have developed to best effect.
Self-Understanding
My understanding of myself is an area that has also developed substantially over the 
last three years and may, in fact, contribute to the confidence described above, and 
vice versa. Understanding myself has been instrumental in developing my 
understanding of others and I have learnt to use what I know of my own feelings, 
thoughts and behaviours to help me think about what clients may be experiencing. I 
have chosen a few important areas on which to focus my reflections in this area. 
Influence o f others My understanding of myself has been influenced by the feedback 
of others, especially my supervisors and tutors. Feedback about my work has been 
encouraging and built my confidence in certain areas. The interests of my supervisors 
have piqued my own interest in certain areas and it is no coincidence that the areas of 
work I am most interested in reflect the better supervision experiences I have had.
By having to constantly reflect in end of placement meetings on areas of strength and 
learning needs I have built up a narrative about what I am good at and the things that 
I need to work on. This narrative developed early in my training and despite all of the 
learning over three years has not changed a great deal. According to this narrative I 
am still good at the things I was good at in the first year, such as adapting my work 
according to the particular needs of the individual I am working with, and I still find 
certain things, such as giving presentations, a challenge. It is a narrative I have 
probably set up myself and it has become easier to stay within its limits than examine 
myself on a deeper level in these meetings. However, in supervision I have been able
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to examine my reactions and emotions more closely in relation to client work. For 
example, I experienced a strong emotional reaction to working with a particular 
young man in the Youth Offending team. I noticed that in our session together I had 
felt a strong sense of sadness and a wish to look after him, which manifested in a 
maternal feeling. Reflection on these feelings in supervision, with guidance and 
input from my supervisor, enabled not only an insight into this young person’s need 
to be cared for and lack of stable maternal relationship, but also a greater 
understanding my own receptiveness to this and how it reminded me of how I have 
felt towards others in non-therapeutic relationships in the past. Separating what I may 
be brining from what the client is bringing is an area of ongoing learning but 
encourages me to reflect more on my own experiences, and thus understand myself 
better.
Difference and diversity Learning to reflect on how I am different from others has 
been an important part of training and an area in which I am still developing. The 
Social GRRAACCEESS model (Burnham, 2008) has been a useful framework 
through which to think about aspects of social difference and how these can be 
influential in a clinical context, both within teams and in a therapeutic relationship. 
The course has placed an emphasis on reflection on diversity and while, initially, I 
felt able to do this on a superficial level where difference was very obvious, it took 
more considered thought to understand the impact of more subtle differences. In my 
first year I worked with a woman who was the same age and race as me and from 
broadly the same cultural and social economic group. The context of the work was a 
Chronic Fatigue Service and it was important to reflect on how the similarities 
between us may have served to emphasise some more subtle differences which may
179
have impacted our work. The client had been forced to give up work and re-evaluate 
her expectations about her future career due to her Chronic Fatigue. She also had an 
interest in psychology and had studied it in the past. She may have seen me as a peer 
whose career was progressing in a way that hers could not and therefore have found 
it difficult to talk to me about the emotional pain this caused her. Reflecting on this 
gave me a greater sense of empathy with her and enabled more open and honest 
conversations about our relationship, which in turn improved the relationship.
Power As I have progressed on training I have found that I need to think beyond the 
Social GRRAACCEESS framework and consider differences of power that may not 
be so easily categorised. I have been aware of power dynamics from the beginning of 
training due to working in a very autocratic service where one psychiatrist effectively 
“held court”. I found this a very uncomfortable way of working because I 
experienced the sense of powerlessness first hand. I also witnessed the effect on 
other staff members, who were in positions of even less power and saw how 
demoralised and defeated they seemed. This had an effect on client care, because 
where staff teams felt vulnerable they were not able to be as caring and 
compassionate as they may have liked and fell into an ’’ingroup-outgroup” mentality 
(Tajfel & Turner, 1979), whereby on some level they were discriminating against 
service users to reduce their own feelings of powerlessness. As training has 
progressed I have developed my thinking in this area to better understand my own 
position of power in relation to clients (and other professionals) and how this may 
impact therapy. By virtue of being in a professional position working with vulnerable 
people there is already a power imbalance in a therapeutic relationship. I have found 
it uncomfortable to acknowledge myself as in a position of power compared with my
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clients, perhaps because of early experiences where I have fallen more naturally into 
a less powerful position, which is therefore now more comfortable, and because of a 
desire to make others feel good about themselves. However, I recognise that 
awareness of this is vital in redressing power imbalances. I have learnt to think about 
power in relation to how a client behaves or speaks in sessions. For example, I 
worked with a young person in a Youth Offending Team, who repeatedly told me 
that he did not care what we talked about or what we did. On reflection I felt that this 
was his way of both letting me know how passive and powerless he felt but also of 
taking some power back by refusing to engage. As a result I worked hard to find out 
what was meaningful to him and also made a conscious decision to give him some 
personal information about myself (within the boundaries of what I felt was safe and 
comfortable) and shared some positive feelings I had towards him as a person as a 
way of redressing some of the power imbalance. Understanding my own feelings 
about power and recognising situations where I may have power in relation to 
another has been an important area of development for me that will be even more 
important on qualifying. The trainee role can be quite a safe place where one can 
potentially avoid full exposure to the politics of a service. However as a qualified 
clinician this will not be the case. Depending on what team I work in I may feel more 
or less powerful but being able to reflect on power dynamics will be vital and will 
support my ability to be appropriately assertive, as discussed above.
Identity Another area of development is the way I perceive my own identity, both as 
a person and a clinician. Personally, as I have engaged in more self-examination and 
used my psychological skills and knowledge to think about my own idiosyncrasies, I 
have developed a stronger sense of who I am and how my character has developed.
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Professionally, there have been a number of influences on my identity. In preparing 
for the interview for the Surrey course I remember thinking about what kind of 
psychologist I wanted to be. At the time this was heavily influenced by the 
psychologists I had worked with already and characteristics such as compassionate, 
innovative and self-composed came to mind. Having a greater appreciation now of 
what the role of clinical psychologist actually entails I have a more detailed idea of 
what I would like my professional identity to be, although those original 
characteristics remain important. I have encountered several very good supervisors 
and a few less good during my training. What I have valued about the good ones has 
been their ability to be able to hold in mind many view points, to be aware of their 
own emotions but to retain an objective stance and to remain positive about their 
work without becoming jaded by systems or politics. These qualities have influenced 
how I see myself and the kind of psychologist I would like to emulate. My peers 
have also inevitably shaped my professional identity. As a cohort we share a sense of 
belonging, although we are far from a homogenous group. Understanding the aspects 
of others on the course with which I identify and those with which I do not has 
helped me better understand myself (Weeks, 1990) and the attributes that I wish to 
promote in myself and show to others. This will be important on qualification when I 
may be working in a team where I am the only psychologist so knowing who I am 
and what I stand for will be vital.
Conclusion
Inevitably this account has areas of omission as there have been many areas of 
development that I have not been able to cover. However, the developments in my 
confidence and self-understanding discussed have shaped how I perceive myself and
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my abilities and therefore have influenced the person that I am today. As I continue 
to develop in these areas I will prepare myself for the change that becoming a 
qualified clinical psychologist will bring and the accompanying opportunities for 
leadership and demonstrating clinical competencies.
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Clinical Experience
Adult Mental Health -  Year long split placement
i) Rehabilitation and Recovery Service
This placement involved working with people with severe and enduring mental 
health difficulties in inpatient and community settings, most of whom were 
experiencing psychosis. I conducted individual assessments and interventions and 
co-facilitated a Women's Recovery Group. Key to the work was building therapeutic 
relationships and engaging clients who may find therapy hard to tolerate. I used an 
integrative approach to formulation and intervention, incorporating attachment, 
narrative and Cognitive Behavioural Therapy (CBT) models. It was important to 
promote psychological thinking in a team dominated by a medical model by building 
relationships within the MDT and working individually with staff.
ii) Chronic Fatigue Service
This placement involved outpatient work with people diagnosed with Chronic 
Fatigue Syndrome (CFS). I delivered individual and group assessments and 
interventions, largely using CBT techniques to improve the quality of life of people 
with CFS
Learning Disability -  Six month placement 
Community Mental Health and Learning Disability Team
This placement involved working directly and indirectly with people with mild to 
moderate LD who were experiencing mental health difficulties, their families and 
carers. This placement contributed to the development of my consultation skills with
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staff teams. I developed skills in adapting psychological interventions to make them 
accessible, e.g. CBT for psychosis. I co-facilitated a Recovery Group and conducted 
training of medical students around working with this client group.
Older Adults -  Six month placement 
Community Mental Health Team for Older People
This placement involved assessments and interventions, both individual and group, 
for older people experiencing mental health difficulties or dementia. I ran a 
mindfulness group for older people with depression and anxiety. I carried out 
individual assessments and formulations with people with a variety of difficulties 
who also often had physical health difficulties. I worked with couples, families and 
carers. My confidence and abilities in offering consultation to other professionals 
were developed. The placement also involved conducting cognitive assessments for 
queries around dementia and required sensitive feedback of difficult information.
Child and Adolescent -  Six month split placement 
i) Child and Adolescent Mental Health Service (CAMHS)
This placement involved working with young people from a variety of backgrounds, 
including those living in deprivation, and with a range of emotional and behavioural 
difficulties, including social phobia, panic disorder, eating difficulties, anxiety and 
cognitive difficulties. I worked therapeutically with individuals, their parents and 
whole families, as well as consulting with a variety of professionals. I developed my 
skills in integrating therapeutic models to tailor interventions to an individual's 
needs, and further develop engagement skills.
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ii) Youth Offending Team (YOT)
The YOT in which I worked had a dedicated psychology team employed by the 
CAMHS but embedded in the YOT. As such I had the opportunity to assess young 
people for possible psychological needs on their initial induction to the YOT and 
work with individuals with a variety of emotional and social difficulties on a one-to- 
one level integrating different psychological models, in particular attachment theory 
and CBT.
Specialist -  Forensic Mental Health Services
The Forensic Service in which I worked had two male medium wards, one male low 
secure ward and a female ward. I carried out individual and group therapeutic work 
and assessments. I have worked with both male and female offenders on each of the 
wards. I attended and contributed to ward rounds and liaised with the MDT. I was 
part of the Sexual Behaviour Service, in which I had the opportunity to be involved 
in assessments of risk of sexual offending and assessments of parents’ ability to 
protect their children from sexual offenders. I also conducted an interventions with 
an individual around sexually appropriate behaviour. This placement has 
consolidated my engagement and therapeutic skills in an inpatient environment and 
encouraged my wish to help teams think psychologically about clients in their care.
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Assessments
Year I Assessments
P r o g r a m m e
C o m p o n e n t
TITLE OF ASSIGNMENT
Fundamentals of Theory 
and Practice in Clinical 
Psychology (FTPCP)
Short report of WAIS-III data and practice 
administration
Research -SRRP Service User perspectives on the experience of attending 
the Chronic Fatigue Syndrome Lifestyle Management 
Group. A focus group evaluation
FTPCP -  practice case 
report
Assessment of a 50 year old man hearing distressing 
voices
Problem Based Learning 
-  Reflective Account
Relationship to Change
Research -  Literature 
Review
Treatment challenges associated with scrupulosity: A 
review of the literature
Adult -  case report Psychological work with a 50 year old man hearing 
distressing voices
Adult -  case report CBT intervention with a woman aged 35 with Chronic 
Fatigue Syndrome
Research -  Qualitative 
Research Project
British people’s experience of making friends whilst 
living abroad: A thematic analysis
Research -  Major 
Research Project 
Proposal
How do families accommodate scrupulosity?
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Year II Assessments
P r o g r a m m e
C o m p o n e n t
TITLE OF ASSESSMENT
Research Research Methods and Statistics test
Professional Issues 
Essay
DSM V is scheduled to appear in 2013. It is likely that 
developmental trauma will not be included. Critically 
review the implications of such a decision for clinical 
psychologists and service users and carers across the life 
span.
Problem Based 
Learning -  Reflective 
Account
Child protection, domestic violence, parenting and 
learning disabilities and kinship care
Learning Disability 
Case Report
A neuropsychological assessment of a 55 year old man 
with Down’s syndrome
Personal and 
Professional Learning 
Discussion Groups -  
Process Account
PPLDC process account year 2
Older People Case 
Report -  Oral 
Presentation of Clinical 
Activity
A Mindfulness Based Cognitive Therapy Group for Older 
People
Year III Assessments
P r o g r a m m e
C o m p o n e n t
ASSESSMENT TITLE
Research -  MRP 
Portfolio
Understanding and managing scrupulosity in significant 
others: an interpretative phenomenological analysis
Personal and 
Professional Learning -
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of
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Final Reflective 
Account
training
Child & Family Case 
Report
Cognitive work with a fifteen year old girl with social 
anxiety
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